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Abstract
Exploring Saudi Emergency Room Nurses’ Perceptions About Their Disaster Preparedness
By
Fadiyah Alshahrani
Seton Hall University
2021
Dissertation Chair: Deborah DeLuca, MS, JD
Background: Disasters can overwhelm the capacities of health care facilities quickly. In recent
years, the world has been affected by an increasing number of significant disasters. These
include natural disasters such as earthquakes, hurricanes, floods, tornados, storms, fires, and
epidemic outbreaks. There are man-made disasters such as terrorist attacks, transportation
accidents, and stampedes at mass gatherings. The resulting deaths and property damages have
enormously affected countries’ economies, particularly on a health care system’s preparedness.
In a major disaster, health care professionals must respond, manage, and prevent additional harm
to victims. Nurses are the largest group of health care professionals required to respond.
However, there are gaps in a health system’s preparedness that make it difficult for nurses to
respond adequately.
Purpose: The purpose of this study was to explore how emergency nurses (ER) nurses in Saudi
Arabia perceive their disaster preparedness by assessing their perceived levels of disaster
knowledge, disaster training, and awareness of disaster management policies and procedures and
by identifying the barriers associated with their preparedness for disasters.
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Methods: This study used a basic qualitative design exploratory in nature because the problem
needed to be easily measured. There were 20 participants in the study, and all were certified ER
nurses who had worked in a Saudi Arabian ER for at least 1 year.
Results: There are five overarching themes about exploring the perceptions of Saudi ER nurses
about their disaster preparedness: receiving insufficient disaster training, lacking knowledge
about the disaster, policy and procedures existed only on paper, associating barriers with disaster
preparedness, and insufficiently prepared psychologically. The study used the conceptual
framework as a lens to interpret the findings.
Conclusion: This study’s findings to bridge current gaps of knowledge in disaster preparedness
situations based on Saudi nurses’ perceptions and identification of existing barriers. The study
shows that participants feel underprepared for disaster responses and do not feel that education
and training readily exist; nurses reveal an absence of formal knowledge in the nursing
curriculum. An additional conclusion of this study is a need to emphasize important information
regarding Saudi nurses’ perceptions concerning disaster management preparedness and to focus
on understanding their limitations in responding effectively. As a result, extending a survey to a
larger Saudi ER nurse population will benefit further investigations.
Keywords: disaster management, disaster preparedness, disasters, Kingdom of Saudi
Arabia, Ministry of Health, training, knowledge, policy and procedure
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Chapter I

Introduction

Background of the Problem
Disasters can overwhelm the capacities of health care facilities quickly. In recent years,
the world has been affected by an increasing number of substantial disasters. These disasters are
natural disasters such as earthquakes, hurricanes, floods, tornados, storms, fires, and epidemic
outbreaks. They also include man-made disasters such as terrorist attacks, transportation
accidents, and stampedes at mass gatherings. The resulting deaths and property damages have
enormously affected the economies of the countries concerned.
Moreover, the number of reported mortalities stemming from major disasters doubled
from 600,000 to greater than 1.2 million, and the number of affected people grew from 230
million to 270 million. The severity and reach of disaster outcomes depend, in part, on the health
care system’s preparedness. In a disaster, health care professionals must respond, manage, and
prevent additional harm to victims. Nurses are considered the largest group of health care
professionals required to respond when disasters affect a specific location or hospital (Lavin,
2006). Still, there are gaps in health system preparedness that make it difficult for nurses to
respond adequately. Studies have shown that health care systems do not generally address
disaster preparedness comprehensively and systematically (Ben-Ishay et al., 2016). Health care
systems are a crucial part of any community disaster management system. The success of health
care systems’ disaster preparedness generally depends on the success of specific activities such
as implementing disaster policy and procedures, improving knowledge, and providing disaster
1

preparedness training. There are more questions concern about the disaster preparedness of the
nursing profession. The variation in knowledge, education, life experience, professional
experience, and nurses’ level of expertise all play an important role in disaster preparedness
(Baack & Alfred, 2013). Therefore, this study explores the perceived disaster preparedness
among Saudi nurses who work in ER. This research provides more insights to the limited
knowledge about current nurses’ preparedness practices. Results provide information about
nurses’ level of disaster training, knowledge, and awareness of disaster policy and procedures.
Results also provide information on Saudi nurses’ perspectives of their readiness to respond
effectively in disaster situations.

Health Care Systems in Saudi Arabia
The Kingdom of Saudi Arabia (KSA) is considered as a developing country that is
especially vulnerable to disaster events. The KSA is a welfare country; the Saudi constitution
clearly states that the government should provide free health care services to all nationals. The
Ministry of Health (MOH) is responsible for providing for the KSA’s health care needs (Figure
1). The MOH provides roughly 59.5% of the free health services in the KSA. Other public
agencies, including the Ministry of Defense and Aviation, the Ministry of Education, the
National Guard, and the Red Crescent Society, provide a further 19.3% of health services. The
private sector provides for the remaining 21.2% of health care services, an area that is growing
rapidly (Almalki et al., 2017).
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Figure 1.
Structure of the KSA Health Care System

Note: This figure illustrates the Saudi Arabia health care system’s structure in the public and
private sectors. Adapted from Almalki et al., 2011.

The KSA has witnessed several disasters for which the health care system was poorly
prepared (see Table 1). In the KSA, disasters may be man-made in origin, as in the case of
terrorist attacks, or of natural origin, in floods and epidemics, including Ebola, coronavirus, and
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Middle East respiratory syndrome (MERS). For example, the KSA accounts for more than 80%
of reported MERS cases, with 1,291 confirmed cases and 552 deaths (MOH, 2016). “Black
Wednesday” in 2009 saw flooding affect more than 25,000 residents, cause 125 deaths, and
destroy over 7,000 vehicles and 11,000 homes. The lack of an adequate drainage network and the
slow responses by emergency teams have earned widespread government criticism (Alamri,
2011). Disaster preparedness and management receive limited attention in KSA. Numerous
studies have identified the existing Saudi health care system’s weaknesses and suggested
methods to achieve disaster management, control costs, and improve health care service quality.
To resolve these issues, the government plans to restructure and reform the health care system
(Abosouliman et al., 2014; Hammad et al., 2010).
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Table 1.
Disasters in KSA
Year

Type of Disaster

Deaths

Injuries

1941

Kaaba flash flood

1964

Flash flood

20

1,000

1975

Fire during hajj

200

1979

Occupation of mosque in Makkah

250

600

1985

Floods in the northwest of kingdom

32

5,000

1990

Pilgrim stampede inside tunnel

1,426

1994

Pilgrim stampede inside tunnel

270

1997

Yanbu and Asir floods

26

1997

Fire during Hajj

343

1555

2000/01

Epidemic

179

1700

2002

Makkah floods

31

2005

Medina floods

29

43

2009

Jeddah floods

163

11,640

2011

Jeddah floods

10

5,000

Note. Adapted from Almalki et al. (2011).
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Problem Statement
Disaster management in the KSA is lacking. Previous studies have shown significant
gaps in disaster preparedness in disaster times, including floods, terrorism, and epidemics such as
Ebola, MERS-CoV, and H1N1. There is no national plan or existing standard guidelines for the
systematic examination of disaster preparedness management in the KSA (Bin Shalhoub et al.,
2017). Additionally, there is a lack of literature for the provision of nurses in general, and ER,
specifically, during disaster situations. Research has established that Saudi nurses have
insufficient knowledge, training, and practice during disasters (Hammad et al., 2010).

Significance of the Study
Nurses are mainly unprepared to respond to and manage significant disaster events
(Baack & Alfred, 2013; Fung et al., 2008; McKibbin et al., 2011). There is significant research
addressing disaster preparedness barriers and attempting to mitigate the gaps (Leiby, 2008;
Nasrabadi et al., 2015). However, crucial information is needed from the nurses’ perspectives to
advance understanding of which areas of disaster preparedness need improvement. This study
enhanced the nurses’ role in disaster preparedness, develops strategies to improve disaster
knowledge, and addresses training needs. The study promptly disseminated study results to
nursing colleges to KSA to enhance nurses’ knowledge of disaster management and provide
valuable information for future continuing education initiatives and academic curricula.

Purpose Statement
ER nurses are typically the first hospital responders to disaster events and are on the front
lines of preparedness. Nurses’ perspectives are essential in identifying gaps in disaster
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preparedness and needs for improvement. Understanding nurses’ perceptions may provide an indepth explanation about approaches to complex problems or situations and is a strategy used by
many researchers (Chenail, 2011; Creswell, 2013; Miller, 2008; Yin, 2016). In this study, The PI
explored how Saudi ER nurses perceive their disaster preparedness by assessing their perceived
levels of disaster knowledge, disaster training, and awareness of disaster management policies
and procedures.

Research Questions
This study's primary purpose primary purpose using a basic qualitative research
approach, with one main research question and four sub-questions to guide the research. The
overarching research question is, “What are Saudi ER nurses’ perceptions about their level of
preparedness in a disaster”? The sub questions are as follows:
1. What are Saudi ER nurses’ perceived level of training in disaster preparedness?
2. What are Saudi ER nurses’ perceived level of knowledge of disaster
preparedness?
3. What are Saudi ER nurses’ perceived level of awareness of policy and procedure
for disaster preparedness?
4. What perceived barriers do Saudi ER nurses’ associate with their preparedness for
disasters?

Conceptual Framework
The conceptual framework used to guide this dissertation and developed from the disaster
management model framework of disaster nursing competencies that the International Council of
Nursing (ICN) and the World Health Organization [WHO] ICN & WHO, 2009). This conceptual
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framework is selected to guide the research because of its separation by phases: the pre-disaster
(preparedness) phase, followed by the disaster, the response phase, and the recovery phase. The
study focuses particular interest is in the preparedness phase. Disaster preparedness has many
aspects, including organizational and interpersonal levels and teamwork and individual
applications; my interest is also at the intrapersonal level focusing on the ER nursing profession
because nurses are the center of disaster preparedness within a hospital. Unless a health care
system prepares its nurses, it cannot be considered prepared. According to the WHO (2009)
nurses play an important role in disaster preparedness at any level, the local, state, and national
levels through planning, community education, consumer education, and direct care provision
during disasters
The literature concerning disaster preparedness identifies training, knowledge, and
awareness of policy and procedure. However, current research does not organize these three
elements as a conceptual framework regarding this phenomenon. Instead, the literature focuses
on why there remains a lack of disaster knowledge and a challenge in providing training
programs. This study’s conceptual framework will focus on the abovementioned elements within
the particular context to understand what influences nurses’ perceptions of disaster preparedness.
Applying this framework emphasizes preparing nurses through training, knowledge, and
awareness of disaster policy and procedures. Anticipating needs in these areas and understanding
nurses’ perceptions are crucial elements in improving disaster preparedness (Al Thobaity et al.,
2015; Slepski, 2009).
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Summary
Given the increasing number of disaster events and the crucial roles nurses are called
upon to perform (Chan et al. 2010), it is vital to understand the factors that influence nurses’
ability to manage disasters. Fung et al. (2008) found it significant to study registered nurses’
perceptions of disaster because they believed nurses’ understanding of proper disaster
preparedness and management “safeguards the lives of both victims and rescuers” during disaster
events (p. 702). This study will bridge these research gaps, assess preparedness based on nurses’
perceptions, and identify barriers that Saudi nurses face in disaster preparedness. This study may
fill gaps in the literature on policy, guidelines, and knowledge, leading to a better prepared Saudi
MOH.
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Chapter II

Literature Review
The literature review covers research pertaining to global issues and common themes
related to disaster preparedness. These broad themes include disaster nursing education and a
lack of curricula for such education, disaster preparedness knowledge, and an overview of
nurses’ roles in disaster policy and procedures. this review also discusses disasters in general,
disaster management, and disaster preparedness.

Empirical Research: Disasters, Health Systems, and Role of Nursing
Disasters lead to the loss of life and destruction of public infrastructure and result in
health care delivery concerns (Tichy et al., 2009). According to the World Health Organization
(WHO, 2012), a disaster is defined as “an event with consequences on health and health services
as a serious disruption of society’s functioning, causing widespread human, material, or
environmental losses that exceed the capacity to respond. Natural disasters are caused by nature,
such as earthquakes, volcanoes, hurricanes, floods, fires, and epidemics, whereas man-made
disasters are caused by humans, such as war, pollution, nuclear explosions, terrorist attacks, and
transportation accidents. Disasters affect many people, causing loss of lives, injuries, and
property and infrastructure damage. Any country can be immensely affected by a disaster, but
some places have a greater potential than others for being affected by disasters. The differences
in effects among countries can be due to their geographic location, natural habitat, or lifestyle.
Although no nation is entirely immune to the negative effects of disasters, some countries are
more effective than others in addressing them (Coppola, 2006).
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Because of geographic location and abundant oil fields, the Kingdom of Saudi Arabia
(KSA) is prone to man-made and natural disasters. Several kinds of disasters in the KSA are
likely to occur, including natural disasters (e.g., Middle East Respiratory Syndrome, earthquakes,
landslides, sandstorms, and floods) and human-made disasters (e.g., stampedes during the annual
mass gathering for Hajj or accidents related to hazards in the oil sector). Countries have been
encouraged to respond to the WHO’s and the Pan American Health Organization’s requests to
take major steps to ensure safe health care facilities during disasters (Bin Ottai, 2017). Despite
this urging and the number of disasters that occur in the country, the KSA does not have a
multisectoral state sector endeavor that facilitates effective disaster health management (Alraga,
2017).

Health Systems
Health systems are a fundamental part of any community disaster management system.
The success of disaster preparedness depends on the success of planning activities, such as
implementing disaster policies and procedures, increasing knowledge, and providing training.
Hospitals are one of the most vital areas that face challenges during and after disasters. When
disaster victims are transferred to hospitals for health care needs, the hospitals need to be able to
provide them with optimal health care services when they arrive. Hospital employees may be
injured or unprepared. Hospitals may have limited capacity and resources that are unsuitable for
managing disasters. These scenarios may put hospitals in a chaotic situation that requires them to
be prepared for how the disaster may affect them. Because of the important role that hospitals
play within communities during disasters, they must prepare structurally and functionally to
respond effectively to people’s needs (Alshehri, 2012). According to the WHO (2012), hospitals
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and health care facilities are two of the most important areas to protect from disasters and over
500 hospitals have been destroyed by floods in developing countries, which has led hospitals to
prepare for flooding and transformed health care workers’ perception of disaster preparedness.
Three studies have examined disaster preparedness in the KSA. Alrage (2017) offered a
big-picture examination of the intersection between health care and disaster management in the
KSA. Alrage found that the KSA lacks a multisectoral state department endeavor to facilitate
effectual disaster health management. Instead, the KSA continues to take an outdated health care
approach to major disasters, treating emergencies and disasters like other health care needs. The
KSA does not appear to be well prepared for disasters or actively seeking to prevent disasters or
emergencies. There is a dearth of knowledge of KSA’s health care system’s performance during
disasters, which reveals the weaknesses of the current disaster health management system.
Alzahrani and Kyratsis (2017) studied emergency room (ER) nurses’ perspectives at the massgathering event of Hajj in Mecca city. Their findings indicated two critical problems in KSA’s
health care disaster preparedness. They found it essential that nurses understand their role in
disaster preparedness. Still, nurses reported limited knowledge and awareness of wider
emergency and disaster preparedness plans. Alzahrani and Kyratsis reported inadequate training
offerings in the existing Saudi nurse curriculum and suggested that benefits may be gained from
providing education and training, including hospital education sessions, the Emergency
Management Saudi Course and workshop, and short courses in disaster management.

Role of Nursing
Internationally, nurses are the largest group in the health care workforce that responds to
victims during a disaster, and nurses are often on the front lines of disaster management. Nurses
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are critical direct care providers, yet research has shown that they lack the basic knowledge and
skills to respond to disasters (Li et al., 2017; WHO, 2009). The WHO (2009) has declared that
no health care system should be considered prepared unless its nurses are prepared. Disaster
nursing in the Middle East is often not reported in the literature. Limited studies evaluate disaster
management information, skills, and preparedness (Al-Thobaity et al., 2015). Nurses should be
equipped with the necessary and proper knowledge and abilities to prepare them for their role
during large-scale disasters to meet the needs of the community they serve (Arbon et al., 2006).
In addition, nurses’ training for disaster preparedness should be evidence based. There is a need
to assess nurses for their awareness of the hospital’s disaster policies and procedures. A disaster
policy is a systematic procedure that details what needs to be done, when, and by whom, before
or after a disaster occurs (Carolyn, 2006). Nurses require increased awareness about disaster
nursing and further development of knowledge and expertise related to disaster education in the
workforce (Hammad et al., 2011; Pattillo, 2006; Spain et al., 2012; Yin et al., 2012). Previous
literature reviews have shown that most nurses are not well prepared in disaster management
(Hammad et al., 2011; Julawong, 2013; Slepski, 2007; Yang et al., 2010; Yin et al., 2012).
ER nurses are the most significant health care response group and the most effective
intervention available to reduce the effects of a disaster. O’Sullivan et al. (2008) surveyed 1,543
Canadian nurses from ER and intensive care units to determine whether the participants felt a
sense of preparedness in the event of a large-scale disaster event, such as biological, chemical,
radiological, and nuclear events. The researchers differentiated by gender, employment status,
employment region, and experience with disasters. The researchers also asked participants
whether their facility had programs and policies in place to respond to a large-scale event.
O’Sullivan et al. found that 50% of participants knew that their facilities have programs and
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policies in place, but the facilities do not provide continuing education on emergency
preparedness. Approximately 40% of O’Sullivan’s survey respondents were unaware that their
hospital had a written emergency plan for large-scale events, and respondents also reported that
they felt that they were unprepared and ill equipped to care for victims in a large-scale event.

Disaster Management Model
The life cycle of disasters, generally referred to as the disaster management cycle,
provides the foundation for the disaster timeline and is characterized by three major phases: pre
impact, impact, and post impact. The life cycle of a disaster is matched by a series of disaster
management phases: preparation, response, and recovery. Each phase contains distinct activities.
This process of disaster management should be continuous and designed to build community
resilience and decrease harm to populations, infrastructure, and development (WHO, 2009). The
pre-event phase ensures that nurses possess the relevant knowledge, training, and capabilities to
identify risk factors and maintain an awareness of disaster policy and procedures. The intraphase ensures nurses have the physical, psychological, and holistic care competence for the
affected population. The post disaster phase deals with recovery and reconstruction competency
(Al-Thobaity, 2016). In collaboration with other specialty fields, disaster nursing is the
systematic implementation of knowledge and skills toward solving or minimizing health hazards
and life-threatening situations that disasters cause (Alfred et al., 2015). In this research, the
disaster management model focuses on individual or intrapersonal levels of disaster management
as the first response and most effective nursing role intervention to reduce the impact of
disasters. This study narrowed this research to focus on how well nurses are equipped for
activities in the preparedness phase of the disaster cycle.
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Preparedness
Preparedness, the first phase of the disaster cycle, is defined as turning awareness of risks
into actions that improve the capability to respond to and recover from disasters (National
Research Council, 1991). Preparedness is a continuous process of activities and measures taken
in advance to ensure an effective response to a disaster (WHO, 2009). According to a report by
the National Research Council (NRC, 2010), preparedness consists of measures that enable
individuals to respond effectively and recover more quickly when disasters strike. Hospital
preparedness activities include developing disaster plans to ensure established disaster policies
and procedures, training employees and conducting drills and exercises, developing knowledge
to ensure effective performance of disaster-related tasks, and ensuring that employees have
adequate knowledge to respond to disasters (Tierney et al., 2001).
Response
The second phase of the disaster cycle is the response, which refers to measures
undertaken during and immediately after the disaster’s impact. During this phase, preparedness
plans are put into action. This phase aims to save as many lives as possible, limit injuries,
provide for the immediate needs of the survivors, and reduce the long-term health impacts of the
disaster (O’Leary et al., 2006). This phase’s activities include rescuing, providing medical care
(Gillespie et al., 1993), evacuating threatened populations, and providing food and shelter
(Tierney et al., 2001). The response phase is the most complex disaster management phase,
conducted during stressful and challenging situations (Coppola, 2006).
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Recovery
The final phase of the disaster cycle, recovery, involves post-phase measures undertaken
to restore normalcy after the disaster is over (O’Leary et al., 2006). During this phase, nurses are
responsible for evaluating the impacts of the disaster, including morbidity and mortality rates, to
improve disaster nursing knowledge. This strategy is useful for identifying disaster plan
modifications, minimizing the weaknesses of previous plans (Jennings-Sanders, 2004; Sundnes
& Bimbaum, 2003). This phase requires actions taken to repair, rebuild, and reconstruct
damaged properties and to restore disrupted routines and activities (Tierney et al., 2001). The
Joint Commission on Accreditation for Healthcare Organizations (JCAHO, 2001) underscored
that recovery not only includes facility-related activities but also responding to lost revenues,
supporting staff, and dealing with community reaction. All disaster management phases—
preparedness, response, and recovery—are essential; this study focuses on the disaster
preparedness phase.

Disaster Preparedness in Health Care Settings
The nation-states’ health system is the main component of disaster management
organization, and disaster preparedness is important for an effective health system response to
disasters (Bayntun et al., 2012). Preparedness includes numerous activities to improve readiness
when faced with a disaster (Gillespie et al., 1993). Disaster management initiatives have mostly
highlighted prehospital protocols and disaster preparation. Disaster preparedness within hospitals
includes a logical process, with a series of activities beginning with the formulation of policies,
continuous monitoring and evaluation of training and education programs, and ongoing
evaluation of the policies. Hospitals are among the ﬁrst institutions to be affected after natural or
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man-made disasters. Hospitals need to prepare for unusual events or workloads, such as may
occur at the time of a disaster, and this necessitates a well-documented and tested disaster
management preparedness policy to be in place (Mehta, 2006). Most research on disaster
preparedness focuses on systems-level responses, rather than on institutional and individual
responses (DiGiovanni, 2003).
Disaster preparedness is the comprehensive knowledge, abilities, and actions needed to
prepare for response to threatened, actual, or suspected incidents; natural disasters; or other
related events. The actions specified in disaster preparedness ensure that nurses prepare for all
kinds of disasters before they occur (Slepski, 2009). Previous studies in disaster preparedness
have indicated that most hospitals have written disaster preparedness plans and regular disaster
drills. However, the hospitals are not ready for disasters because of insufficient preparedness in
disaster training and knowledge and awareness of policy and procedures. For most nurses, every
drill is virtually the same, but every disaster is different and will test nurses’ competence
differently (Al-Thobaity et al., 2015). Therefore, in this study the PI intends to examine the
perceived preparedness among Saudi nurses by assessing their knowledge, awareness of policy
and procedures, and training levels to identify potential barriers to effective disaster
preparedness.

Disaster Preparedness in the United States
According to a report by the National Research Council (NRC, 2006), disaster
preparedness typically consists of actions that enable individuals to respond effectively and
recover more quickly when disasters strike. The achievement of disaster preparedness takes
place through a process that involves multiple activities. Developing a planning process to ensure
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established disaster policy and procedures, training and education of medical personnel,
developing knowledge to ensure effective performance of disaster-related tasks, and organizing
effective communication and information procedures is necessary. Previous research has
identified factors that affect the lack of disaster preparedness. These factors include gender, age,
lack of disaster training and education in hospitals and nursing schools (Garbutt et al., 2008),
lack of knowledge regarding disaster preparedness in the practice setting (Goodhue et al., 2010),
and lack of understanding of what constitutes disaster preparedness (Fung et al., 2009).
The JCAHO, which accredits U.S. and international health care organizations worldwide,
has mandated hospitals maintain a certain degree of staff preparedness (O’Leary, et al. 2006). In
January 2001, with anticipated future terrorist attacks, JCAHO introduced new emergency
management standards built on its long-standing disaster preparedness requirements (JCAHO,
2001). JCAHO required hospitals to improve the planning and evaluation of their emergency
management drills to ensure the emergency response’s effectiveness in hospitals. Also, JCAHO
required hospitals to use the Plan, Do, Check, and Act protocol as a management methodology to
continually improve their emergency management system. The revised standards also required
hospitals to test their emergency management plans twice a year (JCAHO, 2003). With
JCAHO’s emphasis on disaster management in its accreditation standards, it may follow that
accredited hospitals are more prepared for a disaster. However, the literature showed that despite
JCAHO’s requirements for disaster preparedness, hospital staff and nurses receive training
infrequently, which contributes to poor outcomes.
Written hospital policy does not guarantee that hospital staff can or will implement that
policy. For example, Hammad et al. (2015) found that several nurses had not received recent
disaster training, and some had never received any disaster training. Similarly, most new nurses

18

have not had any education in disaster preparedness (AHRQ, 2005). In a more recent study,
Labrague et al. (2018) performed a systematic review of the literature, examining peer-reviewed
publications over 10 years, from 2006 to 2016, specifically looking at nurses’ preparedness for
disasters on an international spectrum. Using a cross-sectional research design and a survey
approach with questionnaires, the authors concluded that nurses report insufficient preparation
and a lack of confidence to respond effectively to disasters. All the studies reviewed indicated
that nurses had a low to moderate level of preparedness. Labrague et al. (2018) noted that factors
that increase nurses’ preparedness include previous disaster response experience and disasterrelated training. Shalhoub et al. (2017) found similar results in KSA hospitals. All hospitals they
examined had well-prepared documents to prove that they were ready to face a disaster event.
However, most of the weaknesses were apparent, particularly in education and training, and
nurses are unaware of the policies and procedures. None of the hospitals provided unannounced
exercise and training events for employees. Several healthcare sectors in the KSA have become
familiar with hospital disaster management, but only in written forms to meet JCAHO standards
(Richter, 2008).

Conceptual Framework: Nursing Perception of Disaster Preparedness
The conceptual framework proposed for this research focuses on the individual context
and ER nurses’ perception of their disaster preparedness in three different elements: (a) nurses’
perception regarding training, (b) nurses’ perception regarding their knowledge, and (c) nurses’
perception of their policies and procedures. These three elements in disaster preparedness have
been identified in the literature. Still, the literature did not organize them as a conceptual
framework to understand disaster preparedness failures. Instead, the literature focused on why
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there remains a lack of disaster knowledge and a challenge in providing training programs.
Applying this conceptual framework frames nurses’ perceptions about the elements of training,
knowledge, and policies and procedures as central to correcting poor preparedness. Anticipating
needs in these particular areas and understanding nurses’ perceptions are crucial elements in
disaster preparedness.
Disaster Training
Disaster training is the first element of assessment within this model. Assessing training
is important for understanding nurses’ needs in preparation for disasters. Research has
emphasized that the lack of formal disaster preparedness education has led many nurses to be
underprepared and not to view disaster response as a priority. Nurses trained in the basic
principles of disaster response will make more appropriate decisions and fewer mistakes than
nurses who are not trained in these principles (Moresky et al., 2001). According to the WHO
(2009), a plan’s proper execution requires continuously evaluating the plan through nurses’
participation in training.
Therefore, developing and maintaining training and testing programs, including initial
and annual training education in preparedness, is essential to reduce barriers that hinder disaster
response. Several U.S.-based universities now offer classes, and ultimately a degree, in some
aspect of emergency preparedness. Although these programs may not be suited for the layperson,
they should be an educational requirement for people in emergency preparedness. Nurses should
have a basic understanding of disaster science and key components of disaster preparedness.
Educational programs must be established to address the existing knowledge deficits of nurses
related to disaster preparedness. Enhancing nurses’ professional capability and competence
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through training and education will ensure adequate health care services in disasters (Veenema,
2006).
The literature has shown that, in the United States, standards are not clearly deﬁned, and
guidelines for emergency preparedness training do not exist (Everly, 2002; Farmer & Carlton,
2006; Veenema, 2006). In 2002, the AHRQ commissioned an evidence report to identify the
most effective methods of training clinicians for the detection and management of a bioterrorism
attack or other public health events. After a review of 1,942 pieces of literature, the report
authors found no published validated measures of preparedness, little data demonstrating the
effectiveness of particular training interventions, no studies evaluating educational programs for
bioterrorism or other public health events in particular, and no studies addressing how to update
and reinforce the training of clinicians in how to respond to mass casualty incidents. Training is
an essential part of disaster preparedness and response, and education received often determines
nurses’ willingness to participate in disaster response (Chapman & Arbon, 2008; Melnikov et al.,
2014; Yin et al., 2011). The literature highlighted that, internationally, the burden of disaster
education and training often rests with health care services and hospitals because of competing
curriculum demands through nursing education and limited continuing professional development
education (Alshehri, 2017; Mitchell et al., 2015; Ranse et al., 2013; Schultz et al., 2012; Seyedin
et al., 2015; Usher et al., 2015).
There is a lack of evidence-based literature and published data regarding disaster training
for nurses in the KSA. Disaster training is rarely incorporated in either undergraduate or graduate
medical education. There is no speciﬁc program available in the existing nurse education
program in the KSA that addresses disaster nursing management and preparedness. A growing
number of studies in the literature have reported facts about the KSA’s disaster management and
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preparedness (Abosuliman et al., 2014; Alraga, 2017; Alshehri, 2016; Al-Thobaity et al., 2015;
Bin Shalhoub et al., 2017; Ibrahim, 2014) and have suggested that staff training is key. Bajow
and Alkhalil (2014) evaluated hospital disaster preparedness in the Jeddah region of the KSA;
their study revealed that the hospital had the tools and quality indicators for emergency
preparedness. Still, employees lacked the proper training and management skills for the disaster.
Bajow and Alkhalil stated that it is essential to develop a disaster nursing curriculum or training
program for nurses. Other studies similarly show a lack of disaster nursing programs and
inadequate training offered in the existing Saudi nursing curriculum (Abosuliman et al., 2014;
Alraga, 2017; Alshehri, 2016; Al-Thobaity et al., 2015; Bin Shalhoub et al., 2017; Ibrahim,
2014). Moreover, Al-Thobaity et al. (2015) compared nurses’ preparedness in many hospitals
and found that nurses’ preparedness varied among hospitals. Al-Thobaity et al. revealed that the
role of education concerning disaster preparedness remains uncertain and needs more
investigation. The authors recommended that, regardless of where the training occurs, it is
essential that nurses be adequately trained and prepared. In addition, education about disasters
for nurses nationwide has not been a priority. Nursing education has been inconsistent in terms
of disaster education and training and in imparting this information to schools and workplaces.
Limited national curriculum development efforts are underway, but no national curriculum has
been delineated. Disaster preparation education for nurses seems to be limited, inconsistent, and
unregulated from state to state (Tichy et al., 2009). Furthermore, the existing literature has not
revealed Saudi nurses’ perception of their learning needs concerning disaster management.
Nonetheless, limited literature exists regarding the content and mode of delivery of such
education programs. In addition, the relevance of existing programs to nursing professionals in
ER is questionable (Chapman & Arbon, 2008; Enock & Jacobs, 2008). Nurses are challenged to
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respond to natural, man-made, and technological disasters, and there is a lack of disaster
preparedness content in the curriculum in nursing schools (Weiner & Irwin, 2005). The need for
qualiﬁed nurses ready to respond to disasters and participate in preparedness and disaster
recovery activities is well documented. To solve this problem, the continuous development of
specialized education and training is necessary (Fulmer et al., 2007). Loke and Fung (2014)
found no evidence that disaster education in Thailand was integrated into the nursing curriculum
or offered as additional training. Loke and Fung also found that participants believed disaster
management training and drills to be useful. They agreed that disaster training should include
certain additional courses, such as ﬁrst aid, basic and advanced cardiovascular life support,
infection control, advanced trauma care nursing, and posttraumatic psychological care. In
addition, according to Waeckerle (2010), no single authoritative source or approved body has
sanctioned disaster preparedness content or curriculum, and no program or policy has been
established to integrate programs for disaster preparedness. Thus, training and educational efforts
lack standardization and application. Hospital ER nurses should be adequately trained and
prepared to effectively respond and reduce the number of mortalities and lost victims during
disasters (Chapman & Arbon, 2008). Mollie et al. (2007) developed a disaster drill evaluation
tool designed to identify strengths and weaknesses in hospital disaster drills to enhance disaster
drills and lead to improved overall preparedness. They found that hospital drills provide valuable
disaster training for staff. However, the current standard for drill evaluation in most institutions
consists of only a post-drill discussion, rather than a comparison to an established standard or
identification of activities within the drill that need further practice.
In particular, ER nurses must have the fundamental knowledge, awareness of policy and
procedures, and training to efficiently manage disasters and cope with often chaotic
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circumstances accompanying a disaster. Disaster education is vital, and nursing and medical
school curricula integrating issues in disasters would improve disaster knowledge (Stanley &
Bennecoff, 2015). The WHO (2016) recommended that all nations, no matter how frequently or
infrequently they experience disasters, prepare and train health care workers for disaster. Also,
the WHO and the Association of Colleges of Nursing recommended integrating disaster response
training into nursing curriculums nationally and internationally to improve and enhance the
competency level and confidence of nursing students in disaster situations. Therefore, to better
understand nurses’ needs, in this study PI explored nurses’ perceptions regarding training needs.
Disaster Knowledge
Drawing from various definitions and elements of preparedness, Gillespie et al. (1993)
conceptualized preparedness as a cycle starting with a preliminary level of awareness and
followed by adequate knowledge of the potential threats. The second element to consider is
disaster knowledge because the individual’s knowledge level affects their level of preparedness
in dealing with a disaster. Disaster preparedness involves having adequate knowledge and
responding effectively and quickly during disasters to combat the negative impact of these events
(Gladston & Nayak, 2017; Labrague et al., 2018; Slepski, 2005). The successful improvement in
nurses’ disaster preparedness knowledge will be reflected in their changing perceptions and
practices. The complexity of disasters requires that each nurse acquire a knowledge base to plan
for and respond to a disaster in a timely and appropriate manner (WHO, 2009). Hence,
knowledge is the key to survival in the event of a catastrophe. According to Wang (2006), “An
understanding of what audiences know about disaster preparedness will assist in understanding
how they will be prepared and respond effectively” (p. 282).
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In addition, an understanding of the staff’s knowledge deficit would assist in identifying
weaknesses and strengths in disaster preparedness in ER. Nurses require a unique knowledge
base to function effectively during a hospital’s response to disasters. Lack of knowledge and
preparedness will make nurses feel vulnerable when facing the unexpected (Khan et al., 2017).
Knowledge of disaster preparedness is essential for all health care professionals. It is a key
concept in disaster management, and measuring knowledge is essential to determine their
education and training needs in this regard.
Evidence has suggested that nurses’ knowledge about disasters is inadequate and that
nurses are challenged with learning deficiencies. The literature I reviewed identified a wide array
of nursing functions, roles, education and training, and backgrounds; however, no study
concluded that nurses were fully or even adequately prepared with the necessary knowledge of
disaster preparedness. Given the increased propensity of both man-made and natural disasters,
learning more about nurses’ disaster preparedness will help direct training and educational
efforts where they would be most effective (Gebbie & Qureshi, 2002).
Disaster preparedness in the KSA regarding the knowledge level of nurses is currently
unclear because of limited or no research on this issue. In addition, accessing appropriate
resources, such as relevant research, is essential to closing the disaster preparedness knowledge
gap. Nurses in the KSA reported difﬁculty ﬁnding relevant research articles and information
(Abosuliman et al., 2014). Furthermore, Whitehead and Arbon (2010) viewed lack evidencebased information as an international concern. Additionally, protocols and guidelines are
frequently unavailable, the information in journals varies extensively, and articles and textbooks
about disaster nursing are often outdated. Al-Khalaileh et al. (2012) suggested that the gap in
information and knowledge is related to the decrease in the number of international journals
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available in many developing countries. Measuring knowledge is essential to determine nurses
education and training needs in this regard. Furthermore, Quarantelli (1982) identified 10 general
principles of disaster planning to facilitate enhanced preparedness. One of the most important
elements is knowledge, including knowledge of how people typically behave in disasters;
knowledge of the hazard itself; and knowledge of the resources needed to respond to the disaster.
Alrazeeni (2015) researched Saudi Emergency Medical Service (EMS) students’
perceptions of disaster management preparedness. Alrazeeni’s main finding was that Saudi EMS
students have inadequate disaster preparedness knowledge and skills. Participants believed that a
combination of disaster courses in EMS curricula with practical training would help them
prepare for disasters. In addition, Hammad et al. (2011) found that nurses were not adequately
prepared because they lacked disaster knowledge; they further emphasized the importance of
nurse preparedness because nurses are on the front lines when there is a disaster. A clear disaster
plan may help nurses know their chain of command and the relevant disaster emergency plan and
be familiar with and recognize their role when an event requires them to respond. These studies
concluded that drills and continuous education courses would increase nurses’ knowledge of
disasters and ensure their preparedness by increasing their conﬁdence and ability to manage any
disaster event (Al-Khalaileh et al., 2010; Al-Thobaity et al., 2015; Duong, 2009; Hammad et al.,
2011; Usher et al., 2015). Previous studies have emphasized the need to investigate disaster
knowledge among nurses. Disaster knowledge is an important domain to explore because nurses’
knowledge of disasters allows them to be prepared effectively and respond efficiently in a timely
and appropriate manner. In addition, an understanding of self-perceived knowledge deficit would
help identify weaknesses and strengths in disaster preparedness to make sense of an issue and
make it more likely for nurses to take action.
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Disaster Policy and Procedures
The third element is the policy and procedures practices. Within hospitals disaster
preparedness is a written policy accompanied by procedures that prevent harm and minimize
damage resulting from disasters (JCAHO, 2012). Hospitals need to implement policies to address
any lack of preparedness among health care workers (Labrague et al., 2018). Fung et al. (2008)
indicated that the WHO priorities include countries establishing a plan to implement disaster
preparedness policies and procedures, making this an important domain to investigate. A disaster
plan can be a starting point for organizational policies and procedures to ensure proper nurse
preparedness during a disaster. The response should be effective, timely, and appropriate. Having
policy and procedures is not enough because the literature shows a lack of awareness of existing
policy and procedures and an absence of nurses’ input.
Many nurses lacked confidence in implementing disaster plans, indicating that they are
unaware of what disaster policy and procedures entail or they do not know how to execute them
because of lack of knowledge about the chain of command, disaster skills, and similar functions
(Tichy et al., 2009). Furthermore, hospitals need to implement policies to address any lack of
preparedness among health care workers (Labrague et al., 2018). There is a need to develop
broad disaster preparedness policies to ensure that different sectors and departments involved in
disaster preparedness pursue common goals. Policies ensure assignment of responsibilities for
achieving these goals to various organizations and sectors and assist in the decision-making
process (Allen, 2006).
Policies and procedures in the workplace will allow nurses to respond effectively to
major incidents if they arise. Nurses’ lack of awareness about hospital disaster preparedness
policy and procedures leads to an inability to prepare for and manage disasters in hospitals
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(WHO, 2009). In addition, for nurses to initiate a disaster plan, they must participate in the
review of policy (Schultz, 2012). Nurses’ participation in disaster planning for policy and
procedures is important to ensure that nurses are aware of and prepared to deal with other factors
that may arise. Nurses’ opinions must be considered when the policy is reviewed and updated.
They don’t know how to respond, communicate, and formulate a new plan if the situation during
a critical event or disaster changes suddenly. It is important to note that written policies and
procedures do not guarantee preparedness (Morrow, 2007). Policies and procedures should be
viewed as one of the elements of preparedness activities aimed at improving disaster response
and increasing nurses’ awareness of tasks that require them to respond during disasters (Ansal et
al., 2009; UN, 2003).
Previous studies have emphasized that nurses must know the relevant disaster plan so
they may be familiar with and recognize their role when an event requires them to respond (AlKhalaileh et al., 2011; Al-Thobaity et al., 2015; Duong, 2009; Hammad et al., 2011; Whetzel et
al., 2011). Hammad et al. (2011) found that almost all nurses were confused about their disaster
planning role. Hence, clear disaster policy and procedures will inform nurses of their chain of
command and assess the nurses’ role in disasters. Whetzel et al. (2011) found that, while most
respondents knew that their hospital had a disaster policy and procedures, few knew where it was
located, and others did not know of the location of a hospital disaster plan or show awareness of
the disaster policy and procedures. Whetzel et al. concluded that preparedness involves nurses
not only knowing the location of the disaster plan but also knowing their roles in it
Understanding hospital policy and disaster plans may improve nurses’ knowledge and
skills and, consequently, their preparedness to manage disaster events (Jagim, 2007). French et
al. (2002) investigated the needs and concerns of the nurses who responded during Hurricane
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Floyd. Findings revealed that hospital policies were inadequate to deal with valid concerns of
nurses. French et al. were unable to conclude why nurses did not understand their role after
reading the hospital disaster plan, and the authors suggested further investigation. It may be
reasonable to suggest simplifying the policy and presenting nurses’ role in a clear way (Powers
& Daily, 2010). Many researchers have recognized that more research is needed in hospital
disaster preparedness plans and policies. Therefore, in this study PI intended to determine
whether nurses are aware of hospital disaster policies and procedures and whether those policies
and procedures address the needs and concerns of the nurses who have worked during disaster
events.

Previous Research Designs
Instrumentation to measure nurse preparedness for disasters remains a driving force for
adequate assessment on a micro and macro level. A study by Garbutt et al. (2008) determined the
education and training needs of Wisconsin nurses. Garbutt et al. examined the Emergency
Preparedness Information Questionnaire (EPIQ) survey with 776 nurses. The EPIQ is a 44-item
instrument that measures nurses’ familiarity with emergency preparedness using eight
dimensions. EPIQ also includes a self-reported measure of overall preparedness for a large-scale
emergency event. Garbutt et al. concluded that the questionnaire was a reliable and valid
instrument for assessing nurses’ familiarity with emergency preparedness. Garbutt et al.
expanded the EPIQ to include the 28 nurses’ self-reported familiarity with emergency
preparedness competency dimensions. They suggested further investigation studies done to
examine nursing preparedness and emergency preparedness curricula.
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A study by Hammad et al. (2011) examined Australian registered nurses’ knowledge and
perceptions of their disaster response role. The researchers distributed a self-designed
questionnaire to 152 ER nurses. The questionnaire incorporated five main areas of questioning:
demographics, knowledge, awareness, previous disaster response experience, and roles of nurses
in disasters. Hammad et al. concluded that the nurses would benefit from more appropriate
disaster education and training and suggested a need for further research into the appropriateness
of education and training.
Al-Thobaity et al. (2016) developed a new disaster competency tool consisting of
questions in scale measure. The tool has established psychometric properties to evaluate nurses’
competencies in disaster response. Al-Thobaity et al.’s study demonstrated that this tool is valid
and reliable in assessing competencies and might be useful for nursing education. They also
identified three core factors in preparedness: competencies in disaster nursing, which focuses on
the acute response phase; barriers to disaster nursing (crucial for preparedness); and nursing roles
in disaster management (important for planning, education, and drills). The availability of this
new disaster competency instrument is a recent development, and Al-Thobaity et al. concluded
that it might help improve disaster preparedness in the KSA in the future. The last tool, used in
nursing assessment for over 10 years, is the Disaster Preparedness Evaluation Tool (DPET).Bond
and Tichy (2007) originally developed the DPET to assess nurse practitioners’ preparedness for
disasters and to measure knowledge and skills in all phases of disaster management. The
development of the DPET stemmed from suggested disaster preparedness competencies from the
American Association of College of Nursing Essentials of Master Education (1996) and the
nurse practitioners’ competencies of the National Organization of Nurse Practitioner Faculties
(NONPF, 2002). The DPET instrument has 47 Likert-scale items with six response options

30

ranging from strongly disagree to strongly agree. The tool is divided into three phases: 25 items
related to the preparedness phase, 26 items related to the response phase, and six items related to
the recovery phase.
Overall, the development of disaster nursing curriculum in the KSA and many other
countries continues to lack a universally accepted tool for assessing disaster nursing
competencies. A thorough search did not identify an existing survey tool that would suit the
purposes of this study. This study uses a qualitative approach to hear nurses’ voices and provide
essential information on their perceptions of disaster preparedness, awareness, and ability.

Gaps in the Literature
Although the existing literature covers the topics of disaster preparedness, significant
gaps in the practice of disaster preparedness worldwide are well documented (Ben-Ishay et al.,
2016). A wide range of institutions have developed training programs to prepare nurses to
respond to disasters. However, the competencies are neither consistent nor evidenced based
(Banajah, 2018). Because there are gaps in general knowledge around disaster preparedness, it is
not surprising that there is limited knowledge about Saudi nurses, specifically, and no existing
systems in place to assess and improve their disaster preparedness. There are no clearly defined
guidelines, standards, or existing protocols in KSA to understand the needs of disaster training
(Al-Thobaity et al., 2015; Banajah, 2018; Bin Shalhoub et al., 2017). There is limited in the
literature about required competencies or how to best prepare to be a disaster health care
provider. There is no comprehensive curriculum for responders. National response plans and
annexes call for establishing alternative, nonhospital, field medical facilities, staffed by
volunteers, to treat thousands of victims of large-scale events (Slepski, 2007). Federal planners

31

assume that trained and competent health care workers will volunteer to staff these facilities. Yet
no studies have addressed whether volunteers are prepared and competent to function in these
roles (Slepski, 2007).
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Summary
In this chapter PI provided a comprehensive review of the literature related to disaster
nursing. This study covered the existing research on disasters, including health system responses
and nursing roles during disasters. This study explored existing theoretical and conceptual
frameworks that provide the basis for this research, and PI examined previous research designs
for quantifying disaster preparedness. Finally, PI identified gaps in the research body and paths
forward. There are limitations in many of the studies presented in this review. Most important,
disaster preparedness itself has not been well defined. Disaster training, required to achieve
preparedness, has neither been standardized nor validated. The appropriateness of what
constitutes disaster knowledge is unclear, and the lack of understanding of what constitutes
disaster preparedness is not evident.
Disaster preparedness has continued to receive less attention in Saudi hospitals even
though preparedness has been identified as a critical factor in a disaster event. Previous studies
have examined why the lack of disaster preparedness exists and attempted to mitigate the gaps.
For example, Al-Thobaity et al. (2015) and Bin Shalhoub et al. (2017) demonstrated that
hospitals suffer from an insufficient level of preparedness and revealed weakness in hospital
disaster management, including confusion over roles and responsibilities, poor communication,
lack of planning, and suboptimal training. The literature has also shown that ER workers, such as
nurses, are the first line of response in disaster situations and must understand the national
disaster management cycle. Without nurse integration at every phase, hospitals and communities
lose a critical part of the prevention, preparedness, and network. During major disaster events,
the demand for nursing care is greater than the demand for any other health care professional.
Yet research does not clearly demonstrate why nurses remain unprepared for disaster events.
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More information is needed to advance the understanding of why nurses remain unprepared for
disasters. Understanding, from Saudi nurses’ perspectives, the reasons for lack of preparedness
in three specific areas awareness of disaster policy and procedures, disaster knowledge, and
disaster training may lead to increased preparedness and improve the current disaster
management situation in the KSA. Other variables, such as demographics, work experience,
disaster experience, and education, are equally important to determine barriers to preparedness,
develop a more precise picture of what predicts preparedness, and leverage individual strengths
to improve preparedness.
It is clear that emergency health care providers, including nurses, are largely unprepared
to respond to and manage major disaster events (Baack & Alfred, 2013; Fung et al., 2008;
McKibbin et al., 2011). Crucial information is needed from the nurses’ perspective to advance
the understanding of which areas of disaster preparedness need improvement. The literature has
revealed gaps in disaster preparedness worldwide (Ben-Ishay et al., 2016). There is limited
research concerning disaster preparedness of Saudi nurses, and there is no existing system in
place to assess and improve Saudi nurses’ disaster preparedness. Finally, there are no clearly
defined guidelines and standards or existing protocols in Saudi Arabia for understanding the
needs of disaster training. This study’s results will enhance the role of nurses in disaster
preparedness, develop strategies to improve disaster knowledge, and identify training needs.
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Chapter III

Research Methods
This chapter presents the research methodology and procedures used in conducting the
research for Exploring Saudi Emergency Room Nurses’ Perceptions About Their Disaster
Preparedness. It also describes the research questions, sample participants, inclusion and
exclusion criteria, protocols, and informed consent considerations for the study. The chapter
closes with a data analysis plan.

Research Design
A basic qualitative approach allows for flexibility in study design in response to findings.
This study explored Saudi nurses’ perceptions, in their own voices, of their level of disaster
preparedness, gaining an in-depth and improved understanding of the nurses’ role and practice in
disaster preparedness.
Qualitative research involves an inductive approach of exploring participant perspectives
through interviews, providing rich insight through dialogue (Creswell, 2013). The qualitative
approach helps make sense of the meanings people bring to a phenomenon (Thomas, 2011) and
helps to provide a preliminary understanding of the phenomenon (Sandelowski, 2003). In this
case, the phenomenon under investigation was disaster preparedness among Saudi ER nurses.
Qualitative research methods have been previously used to gather data and understand health
care workers’ perceptions and practices regarding hospital emergency and disaster preparedness
(Pope & Mays, 1995).

35

A basic qualitative design was selected to explore nurses’ perceptions about disaster
preparedness in detail; assess their level of training; their level of awareness of policy,
procedures, and their knowledge in disaster preparedness; and gather in-depth narrative
responses to perceived barriers. This method was selected to provide insight into which barriers
persist and which have been overcome.

Sample Participant and Selection Criteria
The study participants in this research were Saudi nurses who were working in ER.
Participants who met the selection criteria were invited to participate in one-on-one phone
interviews. Selection criteria were designed to screen for Saudi nationality, Saudi licensed ER
nurses with sufficient experience to inform the research questions. The Saudi Commission for
Health Specialties is the source of verification for Saudi health care providers such as practicing
nurses. To work in Saudi hospitals, proficiency in spoken English is required. Participants had to
be 18 years or older to adhere to the Saudi Commission for Health Specialties license
requirements and research ethics. Participant inclusion criteria for nurses can be summarized as
follows:
● Currently employed in an ER
● Hold a Saudi Commission for Health Specialties license
● Speaking and reading proficiency in English
● Eighteen years of age or older
● Saudi nationality
● More than one year of experience working in an ER
Participants were excluded if any of the following applied:
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● Do not currently work in an ER
● Do not hold a Saudi Commission for Health Specialties license
● Lack of speaking and reading proficiency in English
● Under Eighteen years of age
● Not of Saudi nationality
● Less than one year of experience working in an ER

Sampling
This study utilized a combination of purposeful criterion and snowball sampling.
Purposive sampling involves selecting participants strategically to understand the central
phenomenon in question (Patton, 2002). Criterion sampling seeks participants who are
predefined and homogeneous and who meet specific criteria (Creswell, 2013; Patton, 2002).
Criterion sampling increases the generalization and applicability of information gathered because
of the homogeneity among cases (Creswell, 2013). In this case, purposeful criterion sampling
was used to recruit participants—ER nurses in Saudi Arabia—who could best provide answers to
the research questions at hand. Snowball sampling was used in asking current participants to
identify other Saudi nurses who might meet the criteria for participation (Durdella, 2018).
Qualitative analyses require only a small sample size to attain theoretical saturation—that
is, the researcher has obtained enough data to sufficiently address the questions posed (Creswell,
2013). Although there is no recommended set number of participants who should be interviewed
for a basic qualitative study, enough participants should be interviewed to allow for rich data to
be collected to create themes and understand the essence of the experience (Creswell, 2013).
Therefore, for this study, a sample size of about 15–25 individuals were initially selected, and
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recruitment continued until data saturation was reached. Data saturation occurs when new
information is not being obtained from study participants during interviews (Creswell, 2009) and
no new themes are observed by the addition of new participants (Durdella, 2018). A sample size
of 20 Saudi ER nurses was set for this study to attain data saturation.

Setting
The research was conducted through Zoom and internet-based communications
applications similar to Skype.

Access
The study was made accessible to ER nurses working at Security Forces Hospitals in
KSA (Appendix F). The second method of recruitment was a solicitation flyer (Appendix B)
distributed through Twitter’s Saudi Society Emergency Medicine Group.

Recruitment
Recruitment followed a tiered approach. The first recruitment strategy was utilized at the
intermediary existing Security Forces Hospital in Riyadh (Appendix F). Ethical approval was
initially obtained from Seton Hall University and then through the Security Forces Hospital
Institutional Review Board (IRB) committee (Appendix G). After receiving IRB approval, the
principal investigator (PI) began recruitment through a solicitation flyer posted by the ER
director in the ER nursing areas at the Security Forces Hospital and Twitter’s Saudi Society
Emergency Medicine group (Appendix B). The second method of recruitment was an electronic
solicitation flyer distributed in the Twitter group. Individuals were encouraged to share the
solicitation letter with other Saudi ER nurses who met the inclusion criteria (Appendix B). This
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type of unlimited referral recruitment, in which respondents may forward recruitment media to
any number of secondary recipients, and the secondary recipients are then able to forward the
recruitment media to any number of tertiary recipients, is termed exponential snowball sampling
(Goodman, 1961). For this study, interested ER nurses contacted the PI via email or phone, and
the PI scheduled a brief screening call to ensure inclusion eligibility and complete study
enrollment. All interested participants who met the inclusion criteria, as determined during the
screening call with the PI, were scheduled for a one-on-one phone interview. Enrolled
participants signed a letter of consent (Appendix A) and determined the time and place of the
interviews.

Data Collection
Data collection occurred through semi-structured interviews with open-ended questions
(Appendix E). During the interview process, the PI followed an interview guide with
purposefully ordered and structured questions to promote flow and avoid bias. Although each
participant was asked the same set of broad questions, each interview’s semi-structured nature
allowed for flexibility in expanding on answers. Furthermore, this structure allowed the
researcher to probe for clarification and ask follow-up questions. One-on-one phone interviews
enabled the researcher to establish rapport with the participants and gain their full cooperation
(Sturges & Hanrahan, 2004). Open-ended questions allowed participants to express their
opinions and understanding of disaster preparedness and offer more information, providing
opportunities for in-depth explanations necessary for generating sound theories (Creswell, 2013).
At the beginning of each interview, the PI obtained verbal permission to record the
participant and explained the purpose of the study. Interviews took between 30 and 60 minutes.
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At the end of the interviews, the participants were asked what else they would like to add and
were thanked for their time. All interviews were conducted, and audio recorded using Zoom.
Using Zoom allowed each interview to be transcribed verbatim. Zoom integrates with Otter.ai to
provide interactive transcripts in real time and post meeting. Zoom security features include endto-end transcription, password-protected meeting rooms, and secure local storage of recorded
interviews, providing reasonable confidentiality. Once an interview was performed, the PI
assigned a participant study code “RN#,” with the number sequentially assigned to maintain
confidentiality. The participant study code, and the informed consent of participant identity
attached to it (Appendix A), were linked to the participant identity on a master key, secured by
the PI, and maintained separately from deidentified interview transcripts. The PI was the only
person who had access to identifiable data and the master key. The PI referred to the participants
only by their participant study code throughout the recorded interview, data analysis, and within
disseminated results. During transcription, the PI redacted any identifying information offered by
the participants, such as workplace or names.

Data Analysis
The research was inductive and thematic. Data analysis was ongoing, beginning with
completion of the first interview and continuing through attainment of data saturation (Creswell,
2013; Seidman, 2013). Once data saturation had been reached, interviews ceased but data
analysis continued (Creswell, 2013).

Transcription
Each recorded interview was transcribed verbatim, one at a time, immediately following
the interview. A transcription key was used to capture voice inflection, pauses, and other

40

mannerisms and emphases participants placed on their words (Creswell, 2013). All personally
identifiable information was removed, and confidentiality of the participants was maintained by
referring to each participant only by his or her participant number. After transcription, the PI
checked the transcripts for accuracy by listening to each interview recording while reading
through its transcript multiple times to gain familiarity with the content and discern initial themes
(Creswell, 2013; Patton, 2002; Saldana, 2016). Rather than using computer software such as
NVivo, the PI coded transcripts manually. As a novice researcher, the PI used this method to
give the research a tangible quality. First, conducting independent analysis provided for a better
and more insightful understanding of the emerging themes. Second, this method gave the PI a
cognitive and literal overview of the data and allowed for connections to be made. Third, there
were pragmatic issues to consider, such as the time it would take for the PI to become proficient
in using coding software (Welsh, 2002). Finally, Basit (2003) found that using a software
approach to coding qualitative research might be more suited to those who wish to ultimately
quantify their data. This approach did not match the PI’s objective of using this research as a
foundation for further qualitative analysis.

Coding and Categorizing
All codes were derived through emerging themes in the interviews (Glaser, 1965). This
study is inductive approach meant that the PI did not need to use a preconceived list of codes,
but rather, codes emerged based on how participants responded to interview questions. This
approach also allowed for more flexibility in analysis because the codes came from the data
(Creswell, 2013; Gale et al., 2013). All of the data from the interview transcripts were initially
coded line by line and consisted of a few words to a full paragraph (Creswell, 2013). Because
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line-by-line coding was used initially, codes were very specific, with the idea that similar codes
could be combined later to create themes (Durdella, 2018). In the second code cycle, the PI
reassembled the data and combined similar codes to identify the most frequent or significant
ones and to develop categories representing common ideas (Creswell, 2013; Fram, 2013). Codes
were checked by the PI and the peer reviewer. The peer reviewer was an individual in the
nursing profession with expertise in qualitative data analysis. The peer reviewer reviewed the
codes developed by the PI to ensure they accurately reflected the text. If any codes were not
agreed upon by both parties, the PI and the peer reviewer collaborated and discussed the meaning
of the text to determine which code best reflected its meaning. Once all interviews were
completed, there was 80%–90% agreement between the PI and peer reviewer on coding, data
saturation was achieved, and the codes were combined to develop overarching themes (Creswell,
2013; Miles & Huberman, 2014).

Themes
Creswell (2013) concluded that five to six themes are enough for a qualitative approach
to analyze and interpret data. Therefore, after all codes were created, the PI developed categories
by combining similar codes that represented a common idea (Creswell, 2013; Durdella, 2018).
Grouping similar codes and categories together to create themes allowed the data to be analyzed
more efficiently (Creswell, 2013; Durdella, 2018). The PI developed overarching themes by
further classifying several categories that formed a common idea and analyzing them to look for
consistency and repetition to establish patterns (Creswell, 2013). By the end of this process, [5]
themes had been formed and applied to interpret the findings and address the research questions.
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Interpretation
The PI interpreted the data using themes to explain findings (Taylor-Powell & Renner,
2003). The disaster management model was used as a lens to interpret findings and explain the
results. Any results that could not be explained by this model were noted. The PI noted any
results that could not be explained by this model. The interpretation was grounded in the larger
research literature on this topic, and the PI reflected on lessons learned in the process of
undertaking and analyzing this research (Creswell, 2013).

Trustworthiness
Because this was a qualitative study, trustworthiness standards needed to be established.
To establish trustworthiness, qualitative research must meet four standards: credibility,
transferability, dependability, and confirmability (Lincoln & Guba, 1985). Each of these
concepts is described below.
Credibility
To establish credibility in this research study, the PI used thick descriptions, member
checking, prolonged engagement, and peer reviewing. The PI achieved credibility through the
following actions:
● Member checking—that is, having participants check transcripts for accuracy (Creswell,
2013).
● Prolonged engagement between the researcher and participant, allowing them to speak
freely about each issue, gain an understanding of the problem, and establish trust
(Creswell, 2009; Yin, 2016). Interviews continued through questioning until the speaker
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had nothing more to add to the answers. The researcher spent [2] months conducting
interviews with the intended participants.
● Thick description—that is, collecting and reporting detailed, precise descriptions of data
in context to allow judgments about transferability to be made by the reader (Creswell,
2013; Yin, 2016).
● Peer review in research development and checking coded data, with 80%–90% intercode agreement between the PI and peer reviewer (Creswell 2013).
Transferability
Transferability refers to the extent to which findings are applicable in other contexts (Lincoln
& Guba, 1985). The PI achieved transferability in this study by providing thick descriptions so
that those who seek to transfer the findings can judge transferability individually (Lincoln &
Guba, 1985). In addition, direct quotations from the interviews are shared to provide context to
the themes derived from the data.
Dependability
Dependability refers to whether a study and its findings are auditable and that another
researcher can clearly follow the decision trail (Sandelowski, 1986). The PI achieved
dependability in this study through the following process. First, audit trails were developed by
the PI taking notes and recording and transcribing interviews verbatim to highlight thoughts and
feelings during the interview process. This process helped the researcher accurately portray
participants’ responses and show confirmability of findings (Creswell, 2013). Second, inter-code
agreement was established by having an independent reviewer analyze and code transcripts and
audit the creation of categories and themes (Creswell, 2013).
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Confirmability
Confirmability is established when credibility, transferability, and dependability are all
achieved (Lincoln & Guba, 1985; Tobin & Begley, 2004). The PI maintained confirmability in
this study by remaining flexible in terms of thought, position, and self-awareness of personal bias
throughout the research process.
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Chapter IV

Results
The results will be presented in two sections. Whereas the first section includes
demographic data, the second section contains the data collection results and analysis, organized
by overarching themes. These themes emerged organically from the data during the interview
process, and they address the research questions.

Descriptive Statistics
Sample Characteristics
A total of n = 20 Saudi ER nurses participated in the study. Saturation was reached at
n=20 participants. Prior to the interviews, the authors generated various descriptive statistics to
characterize the sample participants. Following the telephone screening interview, the authors
asked participants demographic questions about gender, age, educational level, and the country
where they were educated. To gain essential information about professional experience, they
asked participants to specify whether they worked at a public or private hospital and to indicate
their current clinical position and the number of years spent working in the ER.
Demographics
The participants were mostly male, younger than 30, well educated, and schooled within
the KSA. As shown in Figure 2, 70% of the participants were male, while 30% were female.
Younger nurses under the age of 30 represented 55% of the sample. The remaining participants
were aged 31–40, and no participants were over the age of 40 (Figure 3). A large majority of

46

participants (80%) held a bachelor’s degree, while 10% held a master’s degree and 10% a
diploma degree (Figure 4). Most of the participants (85%) obtained their education in Saudi
Arabia, whereas 15% studied abroad (Figure 5).
Nursing Experience
Workplace, position, and experience were similarly skewed. All participants indicated
they worked in a public hospital setting (Figure 6). Three quarters or 75% of the participants
were specialist nurses, followed by 20% senior nurses and 5% nursing technicians (Figure 7).
Most participants (60%) had 1–5 years of ER experience, followed by 25% who had 6–10 years
of ER experience and 15% who had 11–15 years of ER experience (Figure 8).
Figure 2.
Distribution of Study Participants by Gender

Gender

30%
70%

Male

Female

Note: This figure shows the distribution of the participants’ ages.
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Figure 3.
Distribution of Study Participants by Age

As shown in Figure 3, there was a good representation of individuals between the ages of
18 and 40.

Figure 4.
Distribution of Study Participants by Education Level

Education Level
10%10%

80%

Diploma

Bachelors

Masters

Figure 4 illustrates the participants’ highest degree attained, with 80% having a bachelor’s
degree, 10% a master’s degree, and 10% a diploma degree.
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Figure 5.
Distribution of Study Participants by Location of Education

Education Location

15%

85%

Saudi Arabia

outside Saudi Arabia

Figure 5 illustrates where participants obtained their education. For 85% of the
participants, this was inside Saudi Arabia, whereas 15% studied abroad.
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Figure 6.
Distribution of Study Participants by Type of Hospital

Type of Hospital

100%

Public

Figure 6 illustrates that all participants indicated they worked in a public hospital setting.
Figure 7.
Distribution of Study Participants by Current Clinical Position

Figure 7 shows that 75% of the participants were specialist nurses, followed by 20%
senior nurses and 5% nursing technicians.
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Figure 8.
Distribution of Study Participants by Years of Experience in ER

Experience
15%

25%

(1-5)

60%

(6-10)

(11-15)

As shown in Figure 8, most participants (60%) had 1–5 years of ER experience, followed
by 25% with 6–10 years and 15% with 11–15 years of ER experience.

Themes
In the following presentation of results, the study findings are organized by the emergent
themes that have been named and defined according to their relevance to specific research
questions. Table 2 lists the overarching themes that emerged throughout the interview and data
analysis processes. These themes address Saudi nurses’ perceptions of their own disaster
preparedness (DP).
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Table 2.
Data Analysis Themes

Themes

Theme 1: Received insufficient disaster training
Categories : Drills, Needed more or better disaster training programs, and frustrated
with barriers to obtaining DP training
Theme 2: Lack of disaster knowledge
Categories: Absence of nursing school DP curriculum and limited sources of information
Theme 3: Policy and procedures (P&P) existed on paper only
Categories: Varying perceptions of P&P and lack of awareness of existing DP
Theme 4: Barriers associated with DP
Categories: Staffing barriers, communication barriers, organizational barriers, and
cultural barriers
Theme 5: Insufficient psychological preparedness
Category
Lack of psychological preparedness
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Theme 1: Nurses Received Insufficient Disaster Training Programs
In response to the first research question, What is the Saudi emergency room nurses’
perceived level of training on DP? Many participants discussed receiving insufficient disaster
training. This theme of insufficient training can be broken down into three categories: drills, the
need for more and better-quality disaster training programs, and frustration with the barriers to
disaster training. The first theme addresses how nurses perceived their disaster training.
Participants in the study highlighted the three major concerns about disaster training, including
varying perceptions about drills, the need for more comprehensive disaster training programs,
and frustration with the barriers to disaster training.
Category: Drills. Most participants reported dissatisfaction with the disaster drills,
namely because they were limited, infrequent, unrealistic, and the instruction was poor. One
participant (P20) said, “to be honest with you it is not efficient because of those who do the
training programs, especially in the safety measurement. They’re not qualified enough, and the
feedback is not good enough.” Some, such as P15, described the drills as infrequent and lacking
in substance:
Ah, the drills. Ah, yeah, I can’t recall the last time I did it. I may tell you, but I think, as
I’ve told you, it's like a casual gathering. We’ll share some information and we’ll just you
know—we have done this for the records.
Category: Need More or Better Disaster Training Programs. Participants shared the
belief that training programs require a more serious approach. P4 said, “Seriousness, that’s . . . I
think the only word that can explain my thoughts, they need to be more serious about training. . .
. Put the good people, the knowledgeable people in positions of having or fostering the
knowledge.” Some participants asked for more practice sessions and access to disaster courses.
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P12 said that as “the factor for having sufficient training programs I would suggest drills. . . . The
drill is always sufficient, which is a [good] practice, always giving skills to staff.” In addition,
P20 addressed the limited accessibility of specific DP training outside of the major cities, saying,
“For example, we didn’t have the Canadian triage and acuity scale (CTAS) in our region. . . . If
you want to get that you must go to Riyadh or Jeddah. We must go far away, about 500
kilometers.”
Category: Frustrated With Barriers to Obtaining DP Training. Participants reported
several barriers to disaster training, including expense, poor quality, the lack of qualified
teachers, general training that was unrelated to disasters, and inferior online training platforms.
P20 explained,
Courses are so expensive … you will not find it like role play, only passive education,
like videos and lectures, not like psychomotor training methods. I mean, we are not
applying it . . . like, you can say that you are not really prepared by practice as in real life,
that’s it. So, it is all passive education methods.
Some participants reported a scarcity of quality DP courses and raised the need for more regular,
frequent training sessions. For one participant, the fact that disaster training was offered only
once yearly meant that employees hired at any other time of the year went without crucial
knowledge. P7 explained:
In my hospital usually during Hajj time, we have this duty, but only for this time; they
gave us this training only. So, for me, I would prefer to do training for more than once a
year for like a week. And sometimes also because the yearly training [had already]
happened, the new staff didn’t know that they had to wait until next year.
Moreover, DP coaches may not stay abreast of current best practices, meaning the courses they
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offer may not be evidence based. Some participants also discussed nursing school itself as a
barrier in that the faculty may lack DP knowledge, or nursing schools may not offer disaster
training at all. P18 said,
To acquire this knowledge, I think the barriers our nursing college in Saudi Arabia is
limited in [regard to] the disaster, and only focus [on training] for general nursing,
surgical and medical nursing. . . . I think we have [to focus on disaster] by [opening]
some specialty in the nursing college by [focusing] on the ER and [including] the
disaster. They’re not bringing professional teachers or professors to the university.
Theme 2: Lacking Disaster Knowledge
In response to the second research question, What is the Saudi emergency room nurses’
perceived level of knowledge of DP? the participants suggested that most nursing schools in
Saudi Arabia lack DP content in their curricula. Additionally, the participants reported that only
limited sources of DP information were available to them. Saudi nurses lack DP knowledge
because of these two factors.
Category: Absence of DP Content in the Nursing School Curriculum. All participants
reported the absence of disaster knowledge and of DP curricula in their nursing education. They
described their nursing school education as based on a medical foundation unrelated to disaster
management. One participant (P12) said, “we didn't have anything called disaster class . . . it’s
all about unstable things about patients.” Some, such as P7, addressed how the absence of
disaster training in their schooling affected their work:
I really suffered at the beginning of my career, my first 6 months, it was a disaster for me
in the ER. But Alhamdulillah, with time I get better because I started as an ER [nurse]
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during Hajj time and you know that area. It’s considered a disaster and you need to be
prepared [for] everything.
Some participants suggested an open specialty track for graduate studies in disaster management,
noting that no such track exists in Saudi schools as it does in the United States and Canada. P15
explained:
Really there is no direct teaching or chance given to deal with . . . disasters, as disasters,
naturally or unnaturally. Other things, I just told you to open the tracks for emergency
management’s academics to be studied through. I think in the United States, there [are] a
lot of universities who offer this track, but yeah, I wish to see this one here in Saudi.
Owing to the lack of formal disaster knowledge in the school curriculum, participants struggled
to seek out other sources of this knowledge. The second category that arose was limited sources
of information.
Category: Limited Sources of Information. Participants acquired disaster knowledge
from the following sources: ER experience, self-learning, and workplace policies and
procedures. When asked where they learned about DP, as one participant (P32) said,
The practical side is the area I have learned the most from and after that, I decided to read
more about disasters. The second source is reading and searching in the references about
disaster management. The third source was attending this specialized course.
Some participants addressed the lack of availability or encouraged nurses to attend disaster
training in the workplace; for example, P2 said, “I try to prepare myself. So, yeah, this is actually
not forced or by a suggestion from my manager no, this I do for myself. I’m the one who
registered myself in this program . . . I am the one.”
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The absent or inconsistent sources of knowledge led to a profound variation in the
participants’ definitions of disaster. Addressing this lack should be the initial step for disaster
planning and the development of a disaster nursing curriculum in Saudi Arabia. The aim of this
study is to identify the nurses’ perception of DP. In this study, participants had varying
perceptions of disasters and named examples of different types of disasters during their
interviews. Most participants perceived their DP as insufficient in that they defined disasters
solely based on their personal disaster experience. They felt that they lacked knowledge about
disasters in general, and more specifically, lacked knowledge about biological and chemical
spillage information, about the management of bioterrorism, and about infectious and airborne
diseases such as COVID-19.
Additionally, most participants labeled disasters based on the number of victims. In Saudi
Arabia disasters include road traffic accidents (RTAs), floods, stampedes during Hajj, and
infectious disease outbreaks like MRSA and COVID-19, which are all events that can result in
mass casualties. One participant (P2) characterized disasters by the number and variety of
victims affected, saying,
Like in my hospital. If more than 10 critical patients come in . . . {redacted workplace}.
(Laughing) You know, all the crisis in Saudi Arabia is a car accident, it will be a bigger
problem. Even if you have to prepare even for all the ages because you don’t know what
you [will get] all the criteria will come.
Some participants, such as P1, addressed how they struggled to handle unexpected events:
What am I supposed to do? What if there are 100 [patients in] a major building collapse. .
. . We [wouldn’t] know how to manage it because you didn’t get training, you didn’t have
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knowledge about it. . . . What [if] these disasters came all of a sudden, we [wouldn’t]
know, not at all!
Moreover, some participants described how the unpredictable nature of disasters or novel
diseases with no currently available treatment interfered with preparation and how their training
failed to cover the broad spectrum of disasters. P9 said,
So, disaster, in general, [is] like a huge event. So, we are not really well prepared . . . but
we don’t have enough information about disaster events like biological, nuclear, [or]
pollution disasters [to know] how to treat well. . . . Disaster means a huge event [that is
beyond] my capability and the ability of my hospital. So, all obstacles that prevent me
[from helping] the victims well. And beyond my, my train[ing] and my skills.
Regarding a novel disease with no currently available treatment, P2 stated,
As I mentioned before for the car accident for just one scenario, we are really fit, but for
the others, still we have really to improve. Because they just focus on the most, you
know, the most [common] scenario coming just, but I think after this COVID-19
pandemic. They will change.
Theme 3: DP P&P Existed on Paper Only
In response to the third research question, What is the Saudi emergency room nurses’
perceived level of awareness of P&P for DP? The following theme emerged: DP P&P existed on
paper only and was not commonly implemented in practice. This theme comprises two
categories: the nurses’ perception that no one follows P&P, and the lack of awareness of the
existence of a disaster plan.
Category: Varying Perceptions of P&P. Participants contrasted written policies with
the practical application thereof and described P&P as becoming outdated because the written
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and documented P&P were only present to obtain certification or accreditation. Also, participants
emphasized the need to standardize the language in disaster protocols across all hospitals, and
they acknowledged that most workplaces lacked providers with disaster P&P expertise,
highlighting the need for formal disaster team guidelines.
One participant (P1) expressed frustration with this discrepancy between policies and
practical applications regarding chemical exposure in the workplace, saying “I found a very clear
policy and procedure . . . but when I tried to apply it, it was really challenging because it is . . .
not compatible with the real situation.” P4 reflected on the lack of coordination between the
administration and providers:
Yes, we do have protocols, yes, we have document papers, but it’s not reflected in the
reality. Yes, they gave me the paper. . . . They are really perfect on the paper. [P&P] are
really nicely outlined easily to be followed. So, even to be memorized. But again, in
terms of practice, there is no confidence.
P20 and P4 believed their workplaces had documented P&P purely to obtain approval from JCIA
or the CBAHI. P20 expressed frustration that disaster policies are copied from one hospital to
another without appropriate adaptation:
You’ll find the same disaster plan; three or four hospitals copy it from other hospitals. . . .
Ah, it’s just that this hospital mapping is different from another hospital, and the
resources are different, and even the exit doors which is . . . wrong to say—I’m sorry for
saying that. So, it is not applicable.
Also, P4 raised the issue of professional liability concerns on the part of the administration,
saying “at the end of the day, they just want your signature to be filled and put onto paper and
then file your file.” Most participants identified a lack of nursing involvement in the
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development and implementation of disaster plans, noting that their institution’s policies were
out of date or unclear. P1 stated,
As nurses working in the ED, actually we are the main core of this department. So, the
main core and the strongest team are not involved with you! I think we’re supposed to be
involved as nurses, and we are supposed to be engaged in order to improve this disaster
plan, otherwise, it is not gonna help, we will [make] the same mistakes.
Category: Lacking Awareness of Existing Disaster Plans. Some participants were
unaware that their workplace had a disaster plan in place at all. P23 explained:
Actually, just recently I [came to] know that we have a disaster department. I was not
aware of it. I’ve been working in an emergency [department] for 2 years. I haven’t heard
of it. It would be really helpful if they increase[d] training and presentations; they could
provide for the staff, not only for the nurses’ positions [but] also for other health care
providers as well.
Theme 4: Barriers Associated with DP
In response to the fourth research question, What perceived barriers do Saudi emergency
room nurses associate with their preparedness for disasters? The following theme emerged. The
data analysis revealed the theme that barriers exist to DP in nursing. There was no a priori list
used when developing themes, but the barriers noted in this study are linked with the previous
DP literature on barriers (Hammad et al., 2012; Johnstone & Turale, 2014; Ogedegbe et al.,
2012). Participants noted the specific barriers they had to overcome to successfully prepare for
disasters. This theme consists of four categories: staffing barriers, communication barriers,
organizational barriers, and cultural barriers.
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Category: Staffing Barriers. Most of the participants addressed the shortage of staff as a
factor leading to the lack of DP and the limited time for attending any training courses. One
participant (P2) noted the difficulty of attending training in the presence of staffing shortages,
saying, “most of the courses will not [be just] for 1 day, so all the courses. It will take time [with]
a staffing shortage. Sometimes you will not allow this staff to go for more than 3 days.”
Participants also discussed how the difficulty of keeping up with an overwhelming amount of
work interfered with DP training. P20 discussed the issue of work overload by explaining:
“Sometimes we have more than 8 hours of duty. For example, we are late, we cannot go before
finishing the duty in time, so the overload is the first barrier to [being] trained.”
Category: Communication Barriers. Communication barriers existed between the ER
and other facilities or other departments in the hospital. Participants faced teamwork issues and a
lack of communication, which directly conflicted with work during disaster situations. At times,
communication broke down between the ER and other facilities like Saudi Red Crescent and
EMS. One participant (P12) addressed this issue by saying,
Most of the problems we [do] not hear anything [about] from the wireless. Another issue,
most likely, the Civil Defense, they are using the Arabic language and we received . . .
the announcement in Arabic, we tried to catch it up and contact them, but the issue [is]
that 80% of the staff from the hospital use the English language; we have a high number
of Asian nurses working with us, so they can’t understand Arabic.
P1 reflected on the communication breakdown between different types of providers in disaster
response:
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Most of the physicians that have come to us are only [on] a rotation, so they don’t know
what the plan is. So, we are the ones . . . doing the duty every day. We know the basis
very nicely. . . . What we are doing is totally improvising honestly.
Category: Organizational Barriers. Participants also noted organizational barriers,
including organizations not providing access to learning resources. One participant (P9)
lamented the lack of access to reliable resources, saying “even the E-library, we don't have it. So,
[how] can we get access to enhance our knowledge and skills, by what? By [what] reliable
resource? [We try to use] Google and try to google and find the books.”
Other participants named funding and equipment shortages as organizational barriers.
The inability to purchase new and better equipment combined with the inability to attend disaster
training courses was also discussed in this category. P18 said,
Some items we don’t have, and we are trying our best to buy from our budget. Another
factor is . . . human resources: we should have enough staff, for the nurses, for the
doctors. This is, I think, more of an important factor. And also, continuous training for all
staff.
Expense was also a barrier to attending courses, as P13 said: “Ah, course programs are so
expensive actually. If you think [about taking] disaster courses, [you] will find this more
expensive actually.” Some participants felt that the nurses had been more poorly supported by
the Saudi nursing administration than lab techs, who are incentivized by the administration.
Nurses are not similarly rewarded, despite potentially more hazardous duties. P20 stated,
“nobody hears us. We don’t get our rights in the right way, compared to lab technicians.”
Participants also lacked administrative support in the form of DP practice. P17 called for greater
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administrative support, explaining, “we talked many times [about how] we need training
programs. Another barrier is not enough coaching, which is difficult to develop.”
Category: Cultural Barriers. Cultural barriers emerged as a strong category throughout
the interviews. Most participants believed that culturally competent nursing care is “sensitive” to
matters of culture, race, language, and gender. P1 noted that culture is being disrespected in the
nursing profession:
So, if the culture is not seeing nurses, this [is something] very, like, important and
insightful, we as nurses . . . don’t [even have] the courage to speak up. I don’t want to say
anything more about our culture in regard to nurses. But I was thinking of the disaster. I
believe if you [give] nurses a good role, and [it’s] an important role, and you give them
what they deserve, they can manage all the disaster.
Regarding gender bias, two male participants, P12 and P20, expressed a belief that women are
poorly suited to disaster and ER nursing. P12 said,
If you are looking for nurses this [is] 90% from the female. Most of the time they are
pregnant, most of the time they are, you know, post-pregnancy. And, you know, we
cannot put them in this disaster situation because you don’t want to hurt anyone helping
you or helping patients. So, I prefer to push the male staff always in the emergency
department to pull and to carry and to take and to handle patients. You need somebody
with good, you know, good physical [strength].
Another participant agreed that the female gender interfered with nursing duties. P20 said, “we
used to be 60 nurses; the vast majority were Saudis, female Saudis, and you know female Saudis,
some of them were married or may be pregnant. So, they don’t come to attend to their duties.”
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Despite the cultural barriers, the participants addressed how the nursing profession plays
an important role in hospitals in general and in disaster situations specifically. The participants
believed that nurses serve as a vital human resource and hold a varied range of responsibilities
related to DP.
All participants emphasized the important role of nurses as frontline providers, first
responders, and leaders in disasters. However, nurses face challenges in determining their roles,
including conflicts with physicians and the administration and vague definitions of their roles
and responsibilities. During the interview, nurses shared their pride in their profession and
emphasized their roles in disasters while addressing the obstacles because they often believed
that they had been left out of disaster policy development. P2 explained,
The nurses are a big part of the hospital; they have to be involved in the policies. . . .
Any plan in the hospital is dependent on the nurses. They make something, and they will
not ask the nurses. It’s really useless. . . . I’m ready all the time. Nurses are lifesaving, so
. . . I will receive this case 100%, this is my responsibility.
However, some participants did not know what their roles should be during disasters because of
the limitations placed on their duties by their institutions. P17 said,
Okay, actually sometimes there are some roles in the code or in the disasters that I told
you are not assigned for, [such] as patient triage. So, there will be only one senior staff
nurse . . . [who] will be identifying the patients in some way that we don’t know about.
So, I think we need to know and learn these things. I mean, it’s a specific role, but also
we need to learn this, and we don’t need to wait until we become a senior or after 2 or 3
years to be trained for these things.
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Theme 5: Insufficient Psychological Preparedness
Upon reflection, a fifth theme emerged from the participants’ words throughout the study.
The fifth theme was not related to any particular research question but arose through the
interviews. Insufficient psychological preparedness was a theme that was pervasive.
Category: Lacking Psychological Preparedness. The majority of participants
experienced psychological stress during their work in disasters. Some of the participants felt
burnout, fear, and anxiety. Participants emphasized the psychological needs of staff and the
relevant counseling support services.
Some participants experienced the risk of disaster during the COVID-19 pandemic and
witnessed how colleagues were emotionally unprepared and endangered and how the atmosphere
of panic negatively affected the nurses’ skills. P2 stated,
I had observed, for example, my colleague during the clinical situation. One time, I [had]
one nurse [panic]. I sent her outside for triage and I [got] another one because . . . she was
really in a panic situation. She didn’t know even how to search for simple things at that
time.
Some participants asked for psychological counseling support service for staff. P17 addressed
this need during the COVID-19 outbreak:
I think it would be very helpful if they start or if they make the staff more aware of the
psychological clinic. . . . If you’re stressed and if you are depressed, you cannot provide
good care to your patients Ah, that’s it . . . psychologically it’s affecting us. So how to
cope, how to manage.
This participant also addressed how this outbreak affected their personal life, being apart from
their family and spiritual life during Ramadan, saying,
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Honestly, as I mentioned before, leaving our family, it is one of the hard things we face. .
. . This has really affected us. We are not having enough time to eat or read. . . . Also,
watching patients fight—but [then] they can’t make [it] at the end and we lose them, and
the mortality rate has increased. So, these [problems] have stressed us out.
In the next chapter the author will discuss the results of the data analysis; give meaning to the
themes; and explain the discussion, interpretation, and implications of these findings.
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Chapter V

Discussion and Conclusion
This chapter interprets the study findings in light of the relevant literature. The meaning
of the findings is then discussed in relation to the Nursing Perception of Disaster Preparedness
Conceptual Framework that guided this research. The final section describes the limitations of
the study based on the design, protocols, and methods. Finally, this chapter provides guidance,
implications, and suggestions for future research based on the study findings and interpretations.
The first part of the discussion pertains to themes interpreted within the conceptual
framework. The conceptual framework used to guide this dissertation and developed from the
disaster management model framework of disaster nursing competencies that the International
Council of Nursing (ICN) and the World Health Organization [WHO] ICN & WHO, 2009). The
PI selected this conceptual framework to guide the research because of its separation by phase:
pre-disaster (preparedness), response, and recovery. The researcher’s particular interest is in the
preparedness phase. Disaster preparedness has many aspects, including organizational and
interpersonal, as well as individual and teamwork applications. The researcher’s interest is at the
intrapersonal level, focusing on the emergency room (ER) nursing profession because ER nurses
are at the center of disaster preparedness within a hospital and on the front line.
Applying this conceptual framework nursing perception of disaster preparedness
emphasizes the importance of preparing nurses through training, knowledge, psychology, and
awareness of policy. Although these elements of disaster preparedness have been identified in
the literature, the literature does not organize them as a conceptual framework in regard to this
phenomenon, and these activities are considered an integral part of disaster preparedness. The
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literature focuses on the identified general lack of disaster knowledge and training programs with
no in-depth examination of existing barriers. This study investigates the barriers and challenges
Saudi ER nurses experience based on their own perceptions while revealing possible
improvements and directions for further study.
It is imperative that the nursing industry take research on disaster preparedness like this
seriously to improve disaster preparedness by selecting, tailoring, and implementing appropriate
intervention; monitoring knowledge and training; and updating policies and procedures. Because
many nurses regularly face disasters with limited resources, they must be physically and
physiologically prepared to evaluate outcomes and identify best practices. The information
collected in this study provides insight into barriers to acquire knowledge and translate training
into action. This research, in conjunction with the established literature, provides a better
understanding of Saudi nurses and their perceptions and demands further research to address
these barriers that health-care professionals face daily (Al-Thobaity et al., 2015; Slepski, 2009).
This research uses the Nursing Perception of Disaster Preparedness conceptual
framework as a guide to organize the themes that emerged into a new framework.. The
conceptual framework provides a lens of support and solutions to improve nursing practice and
prepare for disasters. The conceptual framework explains some of the findings. The theme of
psychological preparedness was developed during the data analysis and corresponds to the rest of
the elements of the disaster preparedness framework highlighted in Figure 9.
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Figure 9.
Nursing Perception of Disaster Preparedness conceptual framework

Themes Interpreted with Conceptual Framework
Nursing Perception
of Disaster
Preparedness

Theme 4: barriers associated
with disaster preparedness

Training
Theme 1:
Received insufficient disaster
training programs

Knowledge
Theme 2:
Lacking disaster knowledge

Policy and procedures
Theme 3 :
P&P existed on paper only

Theme 5:
Insufficient Psychological
preparedness
© 2020 Alshahrani

Note. This figure illustrates the conceptual framework for this study as a guide to organize the
themes that emerged into a new framework, the Elements of Disaster Preparedness.

The second part of the discussion interprets the findings by their relevance to the recent
literature. The section is divided by research questions and major themes.

Interpretation and Conclusions
Five major themes emerged from the study findings:
Theme 1: Received insufficient disaster training
Theme 2: Lacking formal disaster knowledge
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Theme 3: Policies and procedures existed on paper only
Theme 4: Barriers associated with disaster preparedness
Theme 5: Insufficient psychological preparedness

Research Questions Answered
There were four research questions in this study, which were developed to address a gap
in the literature. The research questions were developed for the purpose of the study and the
conceptual framework. They helped create the interview guide. Throughout the interviews, each
research question was answered by participants through the process of transcribing, coding, and
thematic development.
Research Question 1
Research Question 1 was as follows: What are Saudi ER nurses’ perceived level of
training in disaster preparedness? The participants described the training they received with
varying perceptions. The findings revealed that although most of the participants received
infrequent disaster training, some had never received any disaster training. Similarly, some new
nurses have not had an opportunity to receive training in disaster preparedness. This finding
supports the literature. Bajow and Alkhalil (2014) evaluated hospital disaster preparedness in the
Jeddah region of the KSA, revealing that although the hospital had the tools and quality
indicators for emergency preparedness, employees still lacked proper training to manage the
disaster. Bajow and Alkhalil called for the development of a disaster nursing curriculum or
disaster training programs that adequately addresses nurses’ gaps in knowledge and learning
needs. Other studies similarly showed a lack of disaster nursing programs and inadequate
training offered in the existing Saudi nursing curriculum (Abosuliman et al., 2014; Alraga, 2017;
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Alshehri, 2016; Al-Thobaity et al., 2015; Bin Shalhoub et al., 2017; Ibrahim, 2014). Participants
complained that their institutions offered too few drills for the number of staff and emphasized
the need for more frequent and universal training. Al-Thobaity et al. (2015) compared nurses’
preparedness in many hospitals and found that it varied widely. Al-Thobaity et al. (2015)
revealed that the role of education concerning disaster preparedness remains uncertain and
requires further investigation. The authors recommended that regardless of where the training
occurs, it is essential that nurses are adequately trained and prepared.
Participants believed that drills are best practice for disaster preparation. However,
participants asked for more serious training programs, frequent practice, and a variety of
additional disaster-related courses such as Canadian Triage Acute Scale (CTAS), simulation, and
psychological services. Additionally, participants identified training barriers they experienced.
They noted inferior training platforms and passive training methods such as video, WhatsApp,
and lectures without hands-on components. Oztekin et al. (2014) found that exclusively hands-on
training in place of lectures and videos may increase undergraduate student nurses’ skill levels in
disaster response in both Istanbul and Miyazaki. Regarding the variety of training courses, Loke
and Fung (2014) found that participants believed disaster management training and drills to be
useful. They agreed that disaster training should include certain additional courses, such as ﬁrst
aid, basic and advanced cardiovascular life support, infection control, advanced trauma care
nursing, and post-traumatic psychological care. Simulation is important to provide basic
preparation for managing disaster events and is beginning to be used more frequently in training
and planning efforts. Some participants emphasized the need for simulation to realistically
practice for disasters. Morrison and Catanzaro (2010) conducted a disaster simulation exercise
and found that disaster experience was important, recognizing nurses’ ability to apply nursing
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skills from previous courses to the disaster situation. To achieve effective disaster preparedness
in the hospital setting, Setyawati and Lue (2020) recommended offering ongoing disaster drills,
training, and professional development while also integrating a formal disaster education
program into the nursing curriculum.
Lack of time and staff shortage contributed to the barrier all participants faced to
attending training. Staff shortage is also a significant barrier to ensuring adequate staffing levels
during a disaster. McHugh (2010) suggested that the nursing workforce shortage affects the
nation’s emergency preparedness. Hospitals that are inadequately staffed with nurses will face
unnecessary risks, and public health and safety may be needlessly compromised. Waeckerle
(2010) found that disaster training and educational efforts lack standardization, application, and
specific instructor expertise. Hospital ER nurses should be adequately trained and prepared to
provide an effective response and help reduce the number of mortalities and loss among victims
during disasters. Both Waeckerle’s (2010) study and the present study suggested the need for
further research; the present study corroborated the need for standardized drills and training
programs and further raised the need for equitable distribution of these training programs
throughout KSA hospitals.
Research Question 2
Research Question 2 was as follows: What are Saudi ER nurses’ perceived level of
knowledge of disaster preparedness? Participants shared that they perceived their knowledge
based on three sources: ER experience, self-learning, and hospital policies and procedures.
Participants felt challenged to adequately source and acquire disaster-related knowledge and
acknowledged how this limited their disaster preparedness.
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Most participants reported that they received disaster knowledge by practicing in real
disaster situations. Some participants believed this learning method is risky because of their lack
of prior disaster knowledge. For example, participants named several types of disasters about
which they received no training, including biological, chemical, nuclear, and radioactive
disasters. This study finding confirms recent literature that has highlighted the importance of the
work and the responses of nurses during different types of disasters (e.g., typhoons, earthquakes,
and hurricanes). Nurses perceived their disaster preparedness as insufficient, and they felt they
lacked knowledge about disasters in general as well as biological information about the
management of bioterrorism (Özteki’n et al., 2014; Özteki’n et al., 2016) and infectious diseases
and living conditions (Strauss et al., 2017). Regarding the experiences of nurses who responded
to a disaster, Shipman et al. (2016) found that nurses suffered from a lack of prior knowledge
about volunteering and about what to expect during a disaster response.
Participants believed the limitation of acquiring knowledge is due to a lack of disaster in
nursing schools. All participants reported the absence of disaster training in nursing curricula and
the lack of formal knowledge. This finding extends the current literature’s recommendation that
the syllabus be regularly updated throughout the implementation process of the nursing program,
should focus on different types of disasters, and should ensure consistency of education within
individual national plans and health-care systems (Cooke et al., 2012; Labrague et al., 2018;
Loke & Fung, 2014; Rivera-Rodriguez, 2017). The literature suggested that an improvement in
disaster preparedness in terms of knowledge can be achieved through education and by
enhancing the undergraduate nursing curriculum. It is important to enhance and increase the
resources available to support nurses in preparing for and facing disasters (Yin et al., 2011).
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As the findings of the study have shown, new nurses enter the profession lacking the
critical knowledge necessary to keep themselves prepared, and only some receive training after 1
year of experience. In the workplace, lack of knowledge is compounded because hospitals fail to
make comprehensive continuing education programs available to nurses. Participants in this
study addressed this issue by calling for mandatory undergraduate and postgraduate disaster
preparedness programs and adding a specialty track for disaster management.
Moreover, the study findings revealed that nurses sought self-learning to supplement their
disaster knowledge. They did this by taking the initiative to learn independently completing
coursework, attending workshops, and reading recent research online. However, nurses believed
that self-learning is not an effective way to prepare for disasters, but rather a response to a lack
of administrative support for disaster training. Participants noted limited and infrequent courses
isolated to major cities like Riyadh, Jeddah, and Damam. Nurses emphasized the need for facility
preparedness, including drills and courses containing theoretical and practical exercises. Studies
have emphasized the importance of drills and emergency exercises (e.g., advanced simulations
followed by appropriate program evaluation to continuously and effectively improve education
and training). Previous studies have addressed how effective education and training are believed
to be fundamental in preparing to deliver disaster care and in sustaining a prepared and confident
nursing workforce (Labrague et al., 2018; Shipman et al., 2016; Yin et al., 2011). However, this
study’s participants demonstrated poor implementation of such education and training at their
workplace or nursing school.
The final category in this study was the perception of disasters and disaster preparedness.
All study participants mentioned this category. During the initial stage of the interview,
participants shared their perception of what disaster and disaster preparedness meant to them
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personally. The most important finding was related to what events the nurses considered to be
disasters. Nurses perceived disasters to include anything from a major road traffic accident to the
COVID-19 outbreak to extreme weather events to a stampede during the Hajj. The focus of this
category was not on determining nurses’ preparedness for disasters, but rather their perception of
what constitutes a disaster (Fung et al., 2008).
Additionally, most participants perceived their disaster preparedness as involving
assembling resources, protocols, staff, and equipment. However, nurses perceived these
resources, including staff, capacity, planning, and equipment to be insufficient. They felt that
they were lacking in knowledge about disasters in general, about biological and chemical
spillage, about decontamination, and about management of bioterrorism and infectious and
airborne diseases such as COVID-19. Similarly, Fung et al. (2009) identified nurses’ perceptions
of disaster, specifically whether they considered some of the events that have occurred in Hong
Kong to be disasters. The study emphasized that understanding how nurses perceive disaster and
the likelihood of disastrous events is the initial step in undertaking disaster planning and
developing a disaster nursing curriculum in Hong Kong. Nurses worldwide should be prepared
with knowledge and skills for disasters. This study provided information and implications for
related research and recommended implementing a disaster nursing curriculum in education to
meet the global demand for disaster preparedness.
The results of Abosuliman et al. (2014) and those of the present study emphasized a need
for better quality research to improve disaster preparedness, specifically related to nursing in the
KSA. In this study findings, nurses reported difﬁculty ﬁnding relevant research articles and
information and expressed difficulty accessing relevant resources such as an e-library in the
workplace.
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Research Question 3
Research Question 3 was as follows: What are Saudi ER nurses’ perceived level of
awareness of the policies and procedure for disaster preparedness? Participants described
varying perceptions of policies and procedures, lack of awareness of a disaster plan, and lack of
involvement of nurses in policies and procedures. Most participants believed that the writing of
policy contrasts with its practical application and identified a gap between understanding a plan
and implementing a plan. Other participants blamed the administration for a lack of seriousness
and the lack of a standardized national disaster plan. Although they agreed that their workplaces
possess well-written documents to meet JCAHO and the Saudi Central Board for Accreditation
Healthcare Institution (SBAHI) standards, they felt those documents were difficult to follow, or
they had no time to read them. This finding extends the study by Shalhoub et al. (2017), which
focused on 13 major private hospitals in the KSA. Shalhoub et al. found that all the hospitals had
documents to prove they were prepared to face a disaster event and to meet the standards of
JCAHO and those of the SBAHI. However, there were apparent weaknesses in education and
training. Nurses were unaware of policies and procedures. None of the hospitals conducted
unannounced exercises or training events for employees. Further, Saudi nurses’ perceptions of
their learning needs concerning disaster management was not assessed. Further, the recent study
by Alyami et al. (2021) found that although some government sources claim there is ongoing
development and future planning for disaster relief and support, there is no evidence of their
existence. The lack of governmental transparency in the KSA combined with the lack of local
expertise makes it difficult to assess whether disaster policies are having their intended effect.
This lack of transparency is a significant barrier to the further research and development of a
national disaster management strategy within the KSA.

76

Major disaster policy issues continue to indicate the inadequacy of nursing integration
into disaster policy planning in the workplace. Many nurses indicated a lack of awareness of
what disaster policies and procedures entail, or they did not know how to execute them because
of a lack of knowledge of the chain of command, of the disaster team and guidelines, of and
involvement in implementing disaster plans. According to Alzahrani and Kyratsis (2017), nurses
perceived their disaster preparedness as insufficient in that they felt they lacked knowledge about
the disaster policies, plans, and role of hospitals during disasters. The WHO (2009) has
recommended workplace policies and procedures that will allow nurses to respond effectively to
major incidents. Nurses’ lack of awareness about hospital disaster preparedness policies and
procedures leads to their inability to prepare for and manage disasters in hospitals.
Additionally, the study findings revealed that nurses lacked awareness of policies and
procedures. Some participants were not aware of the existence of a disaster management
department at their workplace, whereas others addressed their lack of involvement in disaster
policies and procedures and the lack of qualified experts to implement the disaster plan. This
finding supports and extends Whetzel et al. (2011), who found that although most participants
knew that their hospital had disaster policies and procedures, few knew where it was located, and
others did not know of the existence of a hospital disaster plan or show awareness of the disaster
policies and procedures. Whetzel et al. concluded that preparedness involves nurses knowing not
only the location of the disaster plan but also their roles. Understanding hospital policy and
disaster plans may improve nurses’ knowledge and skills and, consequently, their preparedness
to manage disaster events (Jagim, 2007).
French et al. (2002) investigated the needs and concerns of nurses who responded during
Hurricane Floyd. Their findings revealed that hospital policies were inadequate to deal with valid
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concerns of nurses. French et al. were unable to conclude why nurses did not understand their
role after reading the hospital disaster plan, and the authors suggested further investigation. In
this case, it may be reasonable to suggest simplifying the policy and presenting nurses’ role in a
clear way (Powers & Daily, 2010). Many researchers have acknowledged that more research is
needed in hospital disaster preparedness plans and policies. This study revealed barriers that
nurses faced with their perceived disaster policies and procedures. Participants viewed
themselves as the mainstays of hospitals and emphasized their roles as first-line providers in
disaster settings. Nurses equated their lack of involvement in disaster plans with the inability to
improve their response in a disaster. Nurses believed their involvement in disaster planning
would eliminate confusion about their role. Some of the participants complained about disaster
policies and procedures that were not kept up to date and about lack of expertise in disaster field.
Finally, the results of Abo Gad (2014) and those of the present study emphasized that all
staff members should be familiar with the disaster plan. It is not enough to develop a policy,
assess vulnerabilities, and prepare a disaster plan without training and education or without
soliciting employees’ experiences with disaster in their own voices.
Research Question 4
Research Question 4 was as follows: What perceived barriers do Saudi ER nurses
associate with their preparedness for disasters? Participants discussed barriers associated with
disaster preparedness. The barriers noted in this study are closely linked with the previous
disaster preparedness literature on barriers (Hammad et al., 2012; Johnstone & Turale, 2014;
Ogedegbe et al., 2012). However, unlike prior research, which only discussed the general
presence of barriers, participants noted specific barriers they had to overcome to successfully
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prepare for disasters. Finding ways to overcome these barriers made it easier to help nurses feel
prepared for disasters.
Regarding staffing barriers, a nursing workforce shortage has threatened the KSA’s
emergency preparedness. In disaster situations, there is always a shortage of nursing staff and
lack of resources, which compromises public safety (McHug, 2010). In this study, nurses
believed their nursing role in the ER required being prepared for disaster situations. However,
nurses perceived that staff shortage led to a lack of time to attend training, improve knowledge,
become aware of policies and procedures, and prepare for disasters. Nurses described facing the
COVID-19 pandemic as frontline workers under extraordinarily stressful situations; lacking PPE
and other resources compounded that stress. Nurses viewed the pandemic as an example for
hospitals of how staffing shortage and lack of training can leave nurses ill-prepared. According
to McHugh (2010), to address the problems of nursing workforce shortage and inadequate
disaster preparedness, sufficient national investment in nursing education and workforce
infrastructure is required—which in turn requires financial investment and significant political
interest.
Regarding communication barriers, nurses largely discussed the problem of the lack of
communication, whether within the hospital departments or with other facilities or the MOH.
The other barrier was a lack of support from administrators. This finding revealed that
communication in ERs is complex. Conversely, ineffective communication was a major concern
for participants. Nurses believed that communication is the most important area in the ER, where
care is coordinated between other departments or other facilities. However, nurses indicated that
communication between the ambulance and facility is challenging, particularly when a lack of
notification interferes with nurse preparation, efficiency, and coordination. Nurses expressed that
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paramedics lacked knowledge and skills and would at times convey inaccurate information about
patients to secure transfer. Some nurses raised concerns about a lack of crucial information
during disasters, including unreliable and outdated notification systems and miscommunication
between Arabic speakers and foreign nurses. Reay et al. (2016) similarly found that nurses did
not fully trust information from the emergency medical services and, at times, felt they were
given misleading information. Further, participants mentioned the poor communication among
other government agencies such as Civil Defense, Red Crescent, police departments, and ERs,
resulting in negative consequences for patients. According to IOM (2011), inadequate
communication between responding authorities, combined with inconsistent professional
education on preparedness and response strategies, precedes victims’ arrival at a hospital.
Regarding organizational barriers, most nurses in present study blamed their institution
for not preparing for disasters. Nurses discussed the lack of organizational access to learning
resources including e-libraries, funding, and necessary equipment. Nurses working in rural areas
or on the borders complained about not having organizational or MOH support for sufficient bed
capacity, equipment, and training. Because of small hospitals, decreased surge capacity, limited
resources, lack of health-care professionals, and greater distance from other resources, it is
important to address the needs of rural health-care providers and deliver specific disaster training
to all providers (Manley et al., 2006). Rural health-care facilities also face unique challenges
regarding a lack of space, staffing in all departments, reliable communication systems, and
transportation equipment (Leow et al., 2012). Scott et al. (2013) identified barriers prohibiting
health-care providers from participating in disaster preparedness training, including unclear
disaster duties of the provider, unmet training needs, low training standards, poor quality training
curricula, lack of courses, lack of instructors, lack of staff interest, time constraints, and financial
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barriers. Finally, the results of Scott et al. (2013) and those of the present study emphasized that
the availability of resources enhances and supports nurses in preparing for and facing disasters.
Additionally, the nurses in this study addressed administrative barriers. Nurses felt they
lacked administrative support for disaster preparedness. Most participants expressed concerns
that the administration did not support nurses in attending training courses to develop knowledge
and improve practices to prepare for disasters. Some participants reported never receiving
disaster training, whereas others reported attending such training only once. The current study
supports the finding by Alzahrani and Kyratsis (2017) that hospital management and the
Ministry of Health need to support and encourage the involvement of ERs in disaster exercises.
One in five study participants reported that they had never been involved in disaster exercises,
and four out of 10 reported having been involved only once. Furthermore, nurses revealed a lack
of confidence in their ability to respond to disasters because of limited preparedness. The nurses
who were confident were more likely to have had experience of disasters or to have sought selftraining. Similarly, Baack and Alfred (2013) found that most nurses did not feel confident in
their ability to respond to disaster events and suggested that administrators support and
encourage nursing disaster preparedness education to promote hospital readiness, including
innovative training methods to provide community care delivery in the event of a disaster.
Cultural barriers within the nursing profession emerged as a strong theme throughout the
interviews. Most participants believed that culture plays an important part in nursing. The
present study found that cultural barriers hindered the nursing role in disaster preparedness. In
Saudi Arabia, historically, the nursing profession as a whole is not attractive enough to facilitate
the recruitment of large numbers of male and female nurses owing to the social perception of
nurses, shift schedules, and salaries. Despite efforts to professionalize nursing, the number of
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Saudi nurses has remained small and predominantly female. It has been estimated that a
minimum of 25 years is required to build up a national workforce to meet 30% of the nursing
needs in Saudi Arabia (Gazzaz, 2009). A study by Alyami et al. (2021) demonstrated that there is
a perception in the culture that some career avenues are unimportant and not worth developing,
including the nursing profession. Thus, the country heavily relies on foreign skilled workers’
expertise (Maben et al., 2010). However, the Saudi Arabian government is attempting to increase
the involvement of Saudi Arabians in the labor workforce. In 1995, a “Saudization” initiative
was initiated, which intended to substitute non-Saudi nurses with skilled Saudi citizens by
boosting workplace training and pressuring the private sector to nationalize jobs (Alzalabani,
2002). However, Al Turki (2018) suggested that more needs to be done because it is fundamental
that young people across the KSA be encouraged to consider nursing as a career by providing
suitable education and financial and employment incentives. Further, media cooperation is
essential to increase cultural awareness regarding the importance of nursing and its pivotal role
in providing community care as well as care to the population as a whole.
In this study, nurses perceived that Saudi culture undervalues their work. Nurses felt
disrespected and unseen by the culture at large and felt a desire to be valued and appreciated. A
lack of cultural awareness can prevent a nursing professional from offering effective care to
patients and can cause them to offend the patient or jeopardize their treatment (Alturki, 2018).
Additionally, this study noted the effect of gender on perceived competence, ability, and level of
physical activity. The number of Saudi men entering the nursing profession in Saudi Arabia has
been notably increasing over the past decade, resulting in a more equalized gender distribution
across the nursing workforce (MOH,2018). However, Saudi nurses of both genders still form
20% of the workforce in the KSA, despite the decades long Saudization effort. Of the Saudi

82

nursing workforce, 38% are male and 62% are female, and 90% of foreign nurses working in the
KSA are female (MOH, 2018). Although specific data regarding gender distribution or nursing
professionals in different departments are unavailable in the KSA, participants stated that most
nurses who work in the ER are female. Male participants in particular expressed profound
judgment and preference for male ER nurses in the face of a disaster. Of the 14 male
participants, five viewed female nurses as fragile and pregnant nurses as a deficit in a disaster,
leading to staff shortage. These results indicate that an increase in the recruitment of Saudi males
may simply reflect cultural issues, such as gender-specific facilities and the Saudization
program’s nondiscriminatory approach to the employment of both genders in nursing (Alboliteeh
et al., 2017). Conversely, a culture of sexism within the Saudi nursing profession may interfere
with coordination and communication during a disaster. More recent research has focused on
challenging rigid gender roles inherent in Saudi Arabian society and the reluctance of the
Arabian people to consider careers in nursing despite steeply rising population levels and the
resultant increasing demand for nursing staff (Almutairi & McCarthy, 2012).
Though participants raised issues of cultural barriers, they also offered suggestions to
improve outcomes. These suggestions included a call for updating disaster plans, improving or
adding disaster training to mandatory orientation programs, and integrating disaster management
into nursing curricula as well as offering specific graduate track studies. Additionally, all
participants emphasized the importance of their role in the ER as the largest number of
healthcare providers on the front line in any disaster. Nurses felt confident that they could
successfully implement a disaster plan if they were involved in its development as valued
members of the response team. Nurses still faced challenges about their role in disaster
preparedness, perceived their disaster training as insufficient, and lacked definition of their own
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roles during disasters. The ICN-designated Steering Committee was charged with reviewing the
global nursing workforce and providing clarification of nurses’ roles in disasters (Hutton et al.,
2016).
Research has demonstrated that nurses continue to have a vague understanding of their
roles and duties during a disaster. This study’s findings support the previous literature while
showing that nurses experience conflict with other health-care providers because of a lack of
clarity. It is vital that nurses receive clear, concise, and current information about best practice
nursing care in disaster response (Ruiz-Fernandez et al., 2020).
The focus of this qualitative study was on obtaining a deeper understanding of the
perceptions of Saudi ER nurses about their preparedness for disasters and on understanding from
their perspective the barriers associated with facing disasters. The aim of a qualitative study is to
understand or clarify the deeper meaning of the experience the participants have in common
(Creswell, 2013). During transcript analysis, four themes emerged in response to the specific
research questions. Additionally, there was one overarching theme developed that was not
specific to any one research question. This theme was insufficient psychological preparedness
for distress related to facing a disaster.
Pervasive Unanticipated Emerging Theme : Insufficient Psychological Preparedness
Psychological support needs emerged as a pervasive theme throughout the interviews.
Some participants felt workload burnout, felt overwhelmed, felt fear, and felt anxiety. Most
participants experienced psychological stress, especially with the increasing prevalence of
COVID-19. Nurses not only experienced an increase in the volume and intensity of their work
but also needed to rapidly accommodate new and evolving protocols.
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Some participants during COVID-19 experienced disaster work as risky and viewed their
colleagues as emotionally unprepared. This lack of preparation led to staff shortage;
endangerment; and a panicked atmosphere, detrimentally affecting nurses’ skills; and insufficient
or difficult access to PPE. Nurses also felt concerned for their personal and family health and
safety because of a lack of PPE and administrative support.
Recent evidence on COVID‐19 and other infectious respiratory disease outbreaks has
reflected high concern among nurses for their personal and family health status in the face of
direct contact with a potentially deadly virus and the stress of balancing this concern with the
ethical obligations of continuing to provide care (Jiang, 2020; Khalid et al., 2016; Kim & Choi,
2016; Nickell et al., 2004). Other literature has raised concerns about staff and resource
shortages, including PPE, and about unfamiliar settings or systems of care and lack of
organizational support (Kim, 2018; O’Boyle et al., 2006; Shih et al., 2009). Additionally,
psychological conflicts between nurses’ responsibility to care for COVID-19 patients and their
right to protect themselves from a potentially.
Participants emphasized psychological needs and counseling support services for staff
and insisted that it should be the initial step in preparing for disasters. Some researchers
recommended assessment of preparedness and the suitability of new staff for the first responder
role before beginning work to ensure that their personality and mental health status could handle
the stress of the role and emphasized the importance of being prepared for the potential
psychological impact of the job as well as incorporating mental health training and debriefings
(Brooks et al., 2016). With limited literature in Saudi Arabia in regard lacking psychological
preparedness. This research highlighted importance of psychological preparedness for nurses for
facing disaster and there is a need for further research to investigate in this dimension.
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Implications for Practice
Much of the current research is quantitative in its approach, but the present study is
anticipated to bridge the current gaps in situations of disaster preparedness based on a small
group of Saudi ER nurses’ perceptions and identify barriers that limit their ability to respond
effectively in disaster situations. This study provided suggestions to reduce morbidity and
mortality in disasters. It emphasized important information regarding Saudi nurses’ perceptions
concerning disaster management preparedness, and it focused on understanding the limitations of
Saudi nurses in responding effectively to disasters. The important step this study provides is that
it documents that Saudi ER nurses have disaster management education and training needs and
suggests further study is to determine if this is an isolated need or an industry need.
Furthermore, formal education and training on disaster management practices need to be
expanded to include high-fidelity simulation or realistic role-play in the undergraduate nursing
curriculum. Consideration should also be given to the design of the curriculum of basic nursing
education based on a multidisciplinary approach, integrating clearly titled theory and practice
courses about disaster and emergency preparedness with respect to nurses’ learning and training
preferences. Further, disaster policy should clarify interprofessional roles and responsibilities and
employ strategic tactics to ensure successful collaboration across different professions. However,
a recent study by Alyami et al. (2021) stated it is difficult to really assess the success of such
policies because of a lack of transparency in government reporting.

Limitations
There are limitations to this study. First, the sample was a convenience sample because
this study intended to understand the perspective of one group of Saudi nurses working in the
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ER. The sample’s views are not generalizable to the views of other health-care providers or
nurses outside the ER in the KSA. Additionally, all data were self-reported. Data were collected
in two steps, with a prescreening survey for general demographic information and in-depth oneon-one phone interviews. The participants provided this information directly, and there was no
way to verify whether data were honest and accurate. However, the PI asked participants to
review the transcripts of their interviews and suggest any corrections that would make the data
more accurate, to limit the effects of temporary participant biases (e.g., from transient personal
distress).
Finally, in regard the demographic findings that participants in this study were
predominantly five years or less experience working in the ER , there was greater representation
of males than females. 14 of the 20 participants in this study were male, and all participants in
this study were from public hospitals. Therefore, this information may not be as representative of
females as it is of males , years of experience, and may not represent all hospitals in Saudi
Arabia. To better understand the gender, there is a need for a survey research takes this finding
out into a larger population for a more in-depth understanding of these differences in gender and
to explore how does that demographic fit with the existing demographic and whether those
findings are supported by a larger population of ER nurses in Saudi as perhaps that are responses
more female as if that’s that what the today population. Last, because of the limited sample, the
results are not generalizable beyond the sample used within this study.

Suggestions for Future Research
Continued research on disaster preparedness training, knowledge, and awareness of
policy for nurses is recommended. The present study found that nurses perceived they were not
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prepared for disasters in four areas: lack of knowledge, lack of training, lack of awareness of
policy, and lack of psychological prepared nurses. Further research can be conducted that
continues to explore the barriers addressed in this study in a larger population of ER nurses
within Saudi Arabia via survey research to see if this study's findings are supported by a larger
population or if there are other issues that emerge. In addition, this study revealed that gender
plays an important role in the perceived competence of ER nurses, which may be magnified in
the face of disaster response. Further research would benefit from investigating the impact of
sexism on the collaboration required in disaster response. Although ER nurses would most likely
be the first to encounter patients from a disaster event, medical–surgical and critical care nurses
possess specialized skills and may be a valuable resource to support patient care during a disaster
event and may have distinct needs for disaster preparation. Investigating disaster preparedness in
non-ER nurses could assist nurse administrators and educators in understanding learning needs
and create education programs aimed at non-ER department nurses. Further investigating disaster
preparedness in other locations and comparing between accredited versus non-accredited
hospitals about their readiness may be beneficial in determining best practices as well as
supporting the overall development and justification of disaster preparedness education and
training programs for nurses, especially those employed in small or rural hospitals.
This finding indicated the key takeaways as important within the Saudi health system
through introducing an intervention strategy through an education training module could help
assess the impact of disaster preparedness. Serious consideration needs by education
administration in nursing school to be given to building core disaster concepts into
undergraduate- and graduate-level nursing programs, including a specialty track at the graduate
level. Disaster nursing is at present not generally taught in nursing schools in the KSA. This is
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not an area that nurses seek out; instead, they gain experience on the job. The KSA needs a
national nursing workforce familiar with concepts of disaster nursing and emergency
management. Further research is necessary to maximize nursing education and nursing quality in
these critical areas.
Moreover, as this study focused on individual level, future directions is need for
Interprofessional Education (IPE) through employment of strategic tactics by implementing the
strategic work and the presence of interdependency across interprofessional which prepared for
collaborative practice learned to work in an interprofessional team through effective training in
interprofessional education and where the tactical work is the work to do to implement the
design created by strategic work Professionals. Thus, future directions need to move forward to
look at it from the team level in the ER as interprofessional nature within the environment for
readiness. , as opposed to looking at it from the nurses perspective and how is the team respond,
how prepared are they, and who are the teamwork to ensure that ultimately the situation is
managed as the best as possible.

Conclusion
The findings in the present study supported previous literature that revealed that nurses
widely report feeling underprepared for disaster response and do not feel that education and
training on the topic readily exist. Nurses revealed the absence of formal knowledge in the
nursing curriculum. The study further demonstrated that the current literature did not reach a
consensus on what type of disaster education and training would be most appropriate for nurses.
Thus far, the literature on disaster preparedness has been quantitative in its approach.
This research is qualitative and thus starts to fill the research gaps using one small group of
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Saudi ER nurses’ perception of disaster preparedness. The participants of this study illustrate that
they need to assess their disaster training, improve their knowledge, their awareness of disaster
policy and procedures, and prepare them psychologically before disaster occurs. This study sets
the stage and provides a starting place for larger scale research into nurses experiences in the
KSA in general.

90

References
Abo Gad, R. A. (2014). Effect of Educational Program on Nurses` Knowledge and Awareness of
Internal Disaster Management. Mansoura Nursing Journal, 1(2), 135-159.
Abosuliman, S. S., Kumar, A., & Alam, F. (2014). Disaster Preparedness and Management in
Saudi Arabia: An Empirical Investigation. World Academy of Science, Engineering and
Technology. International Journal of Social, Behavioral, Educational, Economic,
Business and Industrial Engineering, 7, 89-109.
Agger, B. (1991). Critical theory, poststructuralism, postmodernism: Their sociological
relevance. In W. R. Scott & J. Blake (Eds.), Annual review of sociology, 17, 105–131.
Palo Alto, CA: Annual Reviews.
Alamri, Y. (2011). Rains and floods in Saudi Arabia. Crying of the sky or of the people?. Saudi
medical journal. 32. 311-313.
Alboliteeh, M., Magarey J., & Wiechula , R. (2017). The profile of Saudi nursing workforce: A
cross sectional study. Nursing Research and Practice , 1-9.
Alfred, D., Chilton, J., Connor, D., Deal, B., Fountain, R., Hensarling, J., & Klotz, L. (2015).
Preparing for disaster: education and management strategies explored. Nurse Educ
Pracrice, 15(1). 82-9. DOI: 10.1016/j.nepr.2014.08.001
Al-Khalaileh, M. A., Bond, E., & Alasad, J. A. (2011). Jordanian nurses' perception of their
preparedness for disaster management. International Emergency Nursing, 20(1): 14-23.
Allen, K. M. (2006). Community‐based disaster preparedness and climate adaptation: local
capacity‐building in the Philippines. Disasters, 30(1), 81-101.

91

Almalki, M., Fitzgerald, F., & Clark, M. (2011). Healthcare system in Saudi Arabia: an
overview. Eastern Mediterranean Health Journal 17, 784-93.
Almutairi, A., & McCarthy, A. L. (2012). A multicultural nursing workforce and cultural
perspectives in Saudi Arabia: An overview. The Health, 3(3), 71-74.
Alraga, S. M. (2017). An Investigation into Disaster Health Management in Saudi Arabia.
Journal Hospital Medical Management 3, 2-18.
Al-Shareef, A. S., Alsulimani, L. K., Bojan, H. M., Masri, T. M., Grimes, J. O., Molloy, M. S., &
Ciottone, G. R. (2017). Evaluation of Hospitals' Disaster Preparedness Plans in the Holy
City of Makkah (Mecca): A Cross-Sectional Observation Study. Prehospital Disaster
Medicine, 32, 33-45.
Alshehri, B. (2016). Emergency nurses' preparedness for disaster in the Kingdom of Saudi
Arabia. Journal of Nursing Education and Practice, 2, 87-101.
Alshehri, B. (2017). Emergency nurses' preparedness for disaster in the Kingdom of Saudi
Arabia. Journal Nursing Education Practice, 7(3), 101–114.
Al-Thobaity, A., Plummer, V., Innes, K., & Copnell, B. (2015). Perceptions of knowledge of
disaster management among military and civilian nurses in Saudi Arabia. Australia
Emergency Nursing Journal, 18, 156-164.
Al-Thobaity, A. (2016). What are the most common domains of the core competencies of
disaster nursing? A scoping review. International Emergency Nursing, 31, 64-71.
Alrazeeni, D. (2015). Saudi EMS Students’ Perception of and Attitudes toward their
Preparedness for Disaster Management. Journal of Education and Practice, 6(35). 110116.

92

Alturki, R. A. (2018). Effective collaborative working between nurses in multicultural setting in
Saudi Arabia: Barriers and solutions (Unpublished doctoral dissertation). University of
Salford, Manchester, United Kingdom.
Alyami, A., Camille, L. D., Mustafa, Z. Y., Mansoor, S. (2021). Disaster Preparedness in the
Kingdom of Saudi Arabia: Exploring and Evaluating the Policy, Legislative
Organizational Arrangements Particularly During the Hajj Period. European Journal of
Environment and Public Health, 5(1). 2542-4904.
Alzahrani, F., & Kyratsis, Y. (2017). Emergency nurse disaster preparedness during mass
gatherings: a cross-sectional survey of emergency nurses' perceptions in hospitals in
Mecca, Saudi Arabia. BMJ, 7(4), 4-14. DOI: 10.1136/bmjopen-2016-013563
American Nurses Association. (2004). Nursing : scope and standards of practice. Washington,
D.C. :Nursesbooks.org. From: https://www.nursingworld.org/practice-policy/scope-ofpractice/ Accessed: March 2020
Arbon, P., Bobrowski, C., & Zeitz, K. (2006). Australian nurses volunteering for the SumatraAndaman earthquake and tsunami of 2004: A review of experience and analysis of data
collected by the Tsunami Volunteer Hotline. Australia. Emergency Nursing Journal, 9,
171-178.
Ansal, A. A., Akinci, A., Cultrera, G.,Erdik, M., Pessina, V., To¨nu¨ k, G., Ameri, G. (2009).
Loss estimation in Istanbul based on deterministic earthquake scenarios of the Marmara
sea region .Soil Dynamics and Earthquake Engineering, 29, 699-709.
Baack, S., Alfred, D. (2013). Nurses' preparedness and perceived competence in managing
disasters. J Nurs Scholarsh, 45(3):281-287. https://doi.org/10.1111/jnu.12029

93

Bajow, N. A., & Alkhalil, S. M. (2014). Evaluation and analysis of hospital disaster preparedness
in Jeddah. Saudi Medical Journal, 2, 6-26.
Banajah, S. (2018). Critiquing Disaster Nursing Competencies in Relation to International
Standards Writhing Resilient Health Care System in Saudi Arabia. Journal of US-China
Public Administration, 15(4), 181-197.
Basit, T. (2003). Manual or electronic? The role of coding in qualitative data analysis.
Educational Research, 45, 143-154.
Bayntun, C., Rockenschaub, G. & Murray, V. (2012). Developing a health system approach to
disaster management: A qualitative analysis of the core literature to complement the
WHO Toolkit for assessing health system capacity for crisis management. PLoS currents,
https://doi.org/10.1371/5028b6037259a
Ben-Ishay, O., Mitaritonno, M., Catena, F., Sartelli, M., Ansaloni, L., & Kluger, Y. (2016). Mass
casualty incidents-time to engage. World Journal of Emergency Surgery, 11(1),8.
DOI: 10.1186/s13017-016-0064-7
Bin Ottai, N. H. (2017). Capacity assessment framework to enhance disaster resilience within the
Kingdom of Saudi Arabia. [Dissertation]. Manchester (UK): University of Salford.
Bin Shalhoub, A. A., Khan, A. A., & Alaska, Y. A. (2017). Evaluation of disaster preparedness
for mass casualty incidents in private hospitals in Central Saudi Arabia. Saudi Medical
Journal, 38, 302-306.
Bond, A.E., Tichy, M. (2007). The Disaster Preparedness Evaluation Tool. Brigham Young
University; Provo, UT, USA.

94

Brooks, S. K., Dunn, R., Amlot, R., Greenberg, N., & Rubin, G. J. (2016). Social and
occupational factors associated with psychological distress and disorder among disaster
responders: A systematic review. BMC Psychology, 4, 18.
Coppola, D. P. (2006). Introduction to International Disaster Management. Burlington, US:
Butterworth-Heinemann.
Carolyn, J. (2006). Disaster planning report of tornado casualties. Journal of Kansas Medical
Society, 2(58), 68, 153.
Chan, S. S., Chan, W. S., Cheng,., Fung, O. W., Lai, T. K., Leung, A. W., Leung, K. L., Li, S.,
Yip, A. L. & Pang, S. M. (2010). Development and evaluation of an undergraduate
training course for developing International Council of Nurses disaster nursing
competencies in China. J Nurs Scholarsh.42(4), 405–13. DOI: 10.1111/j.15475069.2010.01363.x
Chenail, R. J. (2011). Ten steps for conceptualizing and conducting qualitative research studies
in a pragmatically curious manner. The qualitative report, 16(6), 1715-1732.
Chapman, K., & Arbon, P. (2008). Are nurses ready? Disaster preparedness in the acute setting.
Australia Emergency Nursing Journal, 11, 135–144.
Charmaz, K. (2006). Constructing grounded theory. London: Sage.
Cooke, A., Smith, D., Booth, A. (2012). Beyond PICO: the SPIDER tool for qualitative
evidence synthesis. Qual Health Res, 22(10):1435–43.
https://doi.org/10.1177/1049732312452938
Creswell, J. W. (2009). Research design: Qualitative, quantitative, and mixed methods
approaches (3rd ed.). Los Angeles, CA: Sage.

95

Creswell, J. W. (2013). Qualitative inquiry & research design: Choosing among five approaches
(3rd ed.). London, UK: Sage Publications Ltd.
DiGiovanni, C. (2003). The spectrum of human reactions to terrorist attacks with weapons of
mass destruction: early management considerations. Prehospital Disaster Medical, 18,
253-257.
Duong, K. (2009). Disaster education and training of emergency nurses in South Australia.
Australasian Emergency Nursing Journal, 12(3), 34-90.
Durdella, N. (2018). Qualitative dissertation methodology: A guide for research design and
methods. Thousand Oaks, CA: Sage.
Enock, K., & Jacobs, J. (2008). The Olympic and Paralympic Games 2012: literature review of
the logistical planning and operational challenges for public health. Public Health,
122(11), 1229–38.
Everly, G. J. (2002). Thoughts on training guidelines in emergency mental health and crisis
intervention. International Journal Emergency Mental Health, 4, 139-41.
Farmer, J. C., Carlton, P. K. (2006). Providing critical care during a disaster: the interface
between disaster response agencies and hospitals. Crit Care Med, 34, 56-9.
French, E., Sole, M., & Byers, J. (2002). A comparison of nurses' needs concerns and hospital
disaster plans following Florida's Hurricane Floyd. Journal Emergency Nursing, 28(2),
111–7.
Fung, O. M., Loke, A. Y., & Lai, C.Y. (2008). Disaster preparedness among Hong Kong nurses.
Journal of Advanced Nursing, 62(6), 698-703.

96

Fulmer, T., Portelli, F., & Foltin, G. (2007). Organization-based incident management:
Developing a disaster volunteer role on a university campus. Disaster Management and
Response, 5(3): 74-81.
Fram, S. M. (2013). The constant comparative analysis method outside of grounded theory. The
Qualitative Report, 18(1), 1-25.
Gale, N. K., Gemma, H., Cameron, E., Rashid, S., & Redwood, S. (2013). Using the framework
method for the analysis of qualitative data in multi-disciplinary health research. BMC
Medical Research Methodology, 13, 1-8.
Garbutt, S.J., Peltier, J.W., & Fitzpatrick, J.J. (2008). Evaluation of an instrument to measure
nurses’ familiarity with emergency preparedness. Military Medicine, 173, 1073-1077.
Gazzaz L. (2009). Saudi nurses’ perceptions of nursing as an occupational choice: A
Qualitative interview study. PhD, the University of Nottingham.
Gebbie, K. M., & Qureshi, K. (2002). Emergency and Disaster Preparedness: Core
Competencies for Nurses, The American Journal of Nursing, 102(1), 46-51.
Gillespie, D.F., Colignon, R.A., Banerjee, M.M., Murty, S.A., & Rogge, M .E. (1993).
Partnerships for community preparedness, Boulder, CO: Institute of Behavioral Science,
University of Colorado Press.
Gladston, S., & Nayak, R. (2017). Disaster Preparedness Among Nurses working in A Pediatric
Acute Care Setting of A Tertiary Hospital, South India. IOSR. Journal of Nursing and
Health Science, 6( 2), 55- 59.

97

Glaser, B. G. (1965). The constant comparative method of qualitative analysis. Social Problems,
12(4), 436-445.
Goodhue, C. J., Burke, R., Chambers, S., Rizaldy, R., & Upperman, J. S.(2010). Disaster
Olympix: A Unique Nursing Emergency Preparedness Exercise. Journal of Trauma
Nursing. 17(1), 5-10.
Goodman, L.A. (1961). "Snowball sampling". Annals of Mathematical Statistics, 32 (1), 148–
170.
Hammad, K. S., Arbon, P., & Gebbie. K.M. (2011). Emergency nurses and disaster response: an
exploration of South Australian emergency nurses' knowledge and perceptions of their
roles in disaster response. Australasian Emergency Nursing Journal, 14(2), 87-94.
Hutton, A,, Veenema, T.G., & Gebbie, K. (2016). Review of the International Council of Nurses
(ICN) Framework of Disaster Nursing Competencies. Prehosp Disaster Med, 31(6), 680683.
Ibrahim, F. A. (2014). Nurses' knowledge, attitudes, practices and familiarity regarding disaster
and emergency preparedness Saudi Arabia. American Journal of Nursing Science, 3, 1825.
Ingrassia, P. L., Foletti, M., & Djalali, A. (2014). Education and training initiatives for crisis
management in the European Union: a web-based analysis of available programs.
Prehospital Disaster Medicine, 29(2), 115-126.
International Council of Nurses [ICN] & World Health Organization [WHO], (2009).ICN
framework of disaster nursing competencies. Geneva: International Council of Nurses.

98

Institute of Medicine (IOM) (2011). The future of nursing: Leading change, advancing
health. Washington, DC: The National Academies Press
Jagim, M., (2007). Emergency preparedness response: Building infrastructure. Journal of
Emergency Nursing, 33(6), 567-570.
Jennings-Sanders, A. (2004). Teaching disaster nursing by utilizing the Jennings disaster nursing
management model. Nurse Education in Practice, 4(1), 69- 76.
Jiang, Y. (2020). Psychological impact and coping strategies of frontline medical staff in Hunan
between January and March 2020 during the outbreak of Coronavirus Disease 2019
(COVID-19) in Hubei, China. Medical Science Monitor, 26, e924171.
Johnstone, M. J., & Turale, S. (2014). Nurses' experiences of ethical preparedness for public
health emergencies and healthcare disasters: a systematic review of qualitative evidence. Nursing
& health sciences, 16(1), 67–77.
Joint Commission on Accreditation of Healthcare Organizations. (2001). Emergency
management in the new millennium. Joint Commission Perspectives, 1-23.
Joint Commission on Accreditation of Healthcare Organizations.(2003). Comprehensive
Accreditation Manual for Hospitals: The Official Handbook. Oakbrook Terrace, IL: Joint
Commission Resources, EC‐21.
Julawong, O. (2013). Nursing preparedness in the royal Thai Army Nursing College. Journal of
The Royal Thai Army Nurse,14(1), 1-7.
Khalid, I., Khalid, T. J., Qabajah, M. R., Barnard, A. G., & Qushmaq, I. A. (2016). Healthcare
workers emotions, perceived stressors and coping strategies during a MERS-CoV
outbreak. Clinical Medicine & Research, 14(1), 7–14.

99

Khan, S., Kausar, S., & Ghani, M..(2017). knowledge of disaster preparedness among nurses at
two tertiary care hospitals in lahore. Biomedica, 33(1), 29-38.
Kim, J. S., & Choi, J. S. (2016). Factors influencing emergency nurses' burnout during an
outbreak of Middle East Respiratory Syndrome Coronavirus in Korea. Asian Nursing
Research, 10(4), 295–299.
Kim, Y. (2018). Nurses' experiences of care for patients with Middle East respiratory syndromecoronavirus in South Korea. American Journal of Infection Control, 46(7), 781–787.
Labrague. L. J., Hammad, K., Gloe, D. S., McEnroe-Petitte, D. M., Fronda, D. C., Obeidat, A.
A., Leocadio, M. C., Cayaban, A.R., & Mirafuentes, A.P. (2018). Disaster preparedness
among nurses: a systematic review of literature. Int Nurs Rev, 65(1):41–53.
DOI: 10.1111/inr.12369
Lavin, R. P. (2006). HIPAA and disaster research: Preparing to conduct research. Disaster
Management and Response, 4, 32-36.
Leiby, S. L. (2008). Caring for the caregivers and patients left behind: Experiences of a volunteer
nurse during Hurricane Katrina. Critical Care Nursing Clinics of North America, 20(1),
83-90. doi: 10.1016/j.ccell.2007.10.007
Leow, J.J, Brundage, S.I., Kushner, A.L., Kamra, T.B., Hanciles, E., Muana, A., Kamara, M.M.,
Daoh, K.S., Kingham, T.P., (2012). Mass casualty incident training in a resource-limited
environment. British Journal of Surgery, 99, 356-361.
Lincoln, Y.S., & Guba, E.G. (1985). Naturalistic Inquiry. Beverly Hills, CA: Sage.
Li, Y. H., Li, S. J., Chen, S. H., Xie, X. P., Song, Y. Q., Jin, Z. H., & X.Y., Z. (2017). Disaster
nursing experiences of Chinese nurses responding to the Sichuan Ya'an earthquake.
International Nursing Review, 64, 309– 317

100

Loke, A.Y., & Fung, O.W.M. (2014). Nurses' Competencies in Disaster Nursing: Implications
for Curriculum Development and Public Health. International. Journal Environmental Resources
Public Health, 11(3), 67-98.
Maben, J., Al-Thowini, K., West, E., & Rafferty, A. M. (2010). Uneven development: comparing
the indigenous health care workforce in Saudi Arabia, Bahrain and Oman. International
journal of nursing studies, 47(3), 392–396. DOI: 10.1016/j.ijnurstu.2009.07.008
Manley, W.G., Furbee, P.M., Coben, J.H., Smyth, S.K., Summers, D.E., Althouse, R.C., Kimble,
R. L., Kocsis, A.T., Helmkamp, J.C., (2006). Realities of disaster preparedness in rural
hospitals. Disaster Management and Response, 4(3), 80-87.
McKibbin, A. E., Sekula, K., Colbert, A. M., Peltier, J. W. (2011). Assessing the learning needs
of South Carolina nurses by exploring their perceived knowledge of emergency
preparedness: evaluation of a tool. The Journal of Continuing Education in Nursing,
42(12), 547-558.
McHugh, M. D. (2010). Hospital nurse staffing and public health emergency preparedness:
implications for policy. Public health nursing (Boston, Mass.), 27(5), 442–449.
https://doi.org/10.1111/j.1525-1446.2010.00877.x
Mehta, S. (2006). Disaster and mass casualty management in a hospital: How well are we
prepared? Journal Postg Medicine, 2(2), 89-90.
Melnikov, S., Itzhaki, M., & Kagan, I., (2014). Israeli nurses' intention to report for work in an
emergency or disaster. Nursing Scholarship, 46(2), 134-42.
http://doi.org/10.1111/jnu.12056

101

Miles, M. B., & Huberman, A. M. (1994). Qualitative data analysis. (2nd ed.). Thousand Oaks,
CA: Sage.
Miller, K. C. (2008). Constructing grounded theory: A practical guide through qualitative
analysis. Thousand Oaks, CA: Sage Publications.
Mitchell, M., McKinnon, L., Aitken, L., Weber, S., Birgan, S., & Sykes, S. (2015). Enhancing
disaster preparedness of specialty nurses on a national scale. Disaster Preventive Management,
25(1), 11–26.
Ministry of Health (2016) Health emergency general department. Ministry of health portal:
Kingdom of Saudi Arabia.
Ministry of Health (2018). Statistical yearbook (Health Mo ed. Kingdom of Saudi Arabia.
Mollie, W. J., Christina, L. C., Edbert, B. H., Karen, G. B., Karen, A. R., Eric, B. B., & Sara, E.
C. (2007). Development of evaluation modules for use in hospital disaster drills.
American Journal of Disaster Medicine,2(2), 87-95.
Moresky, R. T., Eliades, M. J., Bhimani, M. A., Bunney, E. B., & VanRooyen, M. J. (2001).
Preparing international relief workers for health care in the field: an evaluation of
organizational practices. Prehospital and disaster medicine, 16(4), 257–262.
DOI: 10.1017/s1049023x00043399
Morrison A.M., Catanzaro A.M. High-fidelity simulation and emergency preparedness. Public
Health Nurs, 27, 64–173.
Morrow, C. B. (2007). Public health emergency preparedness and the evolution of public health
in the 21st century. Journal of public health management and practice, 13(5), 439–440.

102

National Research Council. (1991). A safer future: Reducing the impacts of natural disasters.
Washington, DC: National Academies Press
National Research Council of the National Academies. 2006. Facing Hazards and Disasters:
Understanding Human Dimensions. The National Academies Press: Washington, D.C.
NRC (National Research Council). 2010. Private-Public Sector Collaboration to Enhance
Community Disaster Resilience: A Workshop Report. Washington, DC: The National
Academies Press.
Nasrabadi, A. N., Naji, H., Mirzabeigi, G., & Dadbakhs, M. (2007). Earthquake relief: Iranian
nurses' responses in Bam, 2003, and lessons learned. International Nursing Review,
54(1), 13-18. Doi: 10.1111/j.1466-7657.2007.00495.x
Nickell, L. A., Crighton, E. J., Tracy, C. S., Al-Enazy, H., Bolaji, Y., Hanjrah, S., Hussian, A.,
Makhlouf, S., Upshur, R. E. (2004). Psychosocial effects of SARS on hospital staff:
Survey of a large tertiary care institution. CMAJ, 170(5), 793– 798.
Ogedegbe, C., Nyirenda, T., DelMoro, G., Yamin, E., & Feldman, J. (2012). Health care workers
and disaster preparedness: barriers to and facilitators of willingness to respond.
International Journal of Emergency Medicine, 5(1), 29.
O'Boyle, C., Robertson, C., & Secor-Turner, M. (2006). Nurses' beliefs about public health
emergencies: Fear of abandonment. American Journal of Infection Control, 34(6), 351–
357.
O’Leary, R., Gerard, C., & Bingham, L. B. (2006). Introduction to the symposium on
collaborative public management. Public Administration Review, 6(1), 6-9
https://doi.org/10.1111/j.1540-6210.2006.00661.x

103

O’Sullivan, T., Dow, D., Turner, M., Lemyre, L., Corneil, W., Krewski, D., Phillips, K. &
Amaratunga, C. (2008). Disaster and emergency management: Canadian nurses’
perceptions of preparedness on hospital front lines. Prehospital and Disaster Medicine,
23(3), 11-S18
Özteki’n, S., Larson, E., Ugras G˘ RAS¸G., Yukse ÜKSE, S. (2014). Educational needs
concerning disaster preparedness and response: A comparison of undergraduate nursing
students from Istanbul, Turkey, and Miyazaki, Japan. Japan Journal of Nursing Science,
11, 94–101.
Özteki’n, S. D., Larson, E. E., Akahoshi, M., & Özteki’n, I. (2016). Japanese nurses' perception
of their preparedness for disasters: quantitative survey research on one prefecture in
Japan. Jpn J Nurs Sci, 13(3):391–401. https://doi.org/10.1111/jjns.12121.
Pattillo, M. (2006).Teaching disaster nursing response using simulations. Clinical Simulation in
Nursing Education, 2 (2), 49-51.
Patton, M. Q. (2002). Qualitative research & evaluation methods. (3rd ed.). Thousand Oaks,
CA: Sage.
Pope, C., & Mays, N. (1995) Reaching the parts other methods cannot reach: An introduction to
qualitative methods in health and health services research. British Medical Journal,
311(6996), 42-45.
Quarantelli, E. L. (1982). Sheltering and Housing After Major Community Disaster: Case
studies and General Conclusions. Newark, Delaware: Disaster Research Center,
University of Delaware.

104

Reay, G., Rankin, J. A. & Then, K. L. (2016). Momentary fitting in a fluid environment: a
grounded theory of triage nurse decision making. Int Emerg Nurs. 26, 8–13.
Rivera-Rodriguez, E. (2017). Role of the nurse during disaster preparedness: a systematic
literature review and application to public health nurses. PhD diss., Walden University,
Walden Dissertations and Doctoral Studies Collection.
Powers, R., & Daily, E. (2010). International disaster nursing. New York, NY: Cambridge
University Press.
Ranse, J., Hammad, K., & Ranse, K., (2013). Future considerations for Australian nurses and
their disaster educational preparedness: a discussion. Australian J. Emerg. Med, 28(4),
49–53.
Richter, P. (2008) Hospital Disaster Preparedness: Meeting a Requirement or Preparing for the
Worst? An Update (Eleven Years after). American Society for Healthcare Engineering,
Chicago.
Rogers, P. (2011). Development of Resilient Australia: enhancing the PPRR approach with
anticipation, assessment and registration of risks. The Australian Journal of Emergency
Management, 26(1), 54-58.
Ruiz-Fernández, Ortega-Galán , Á. M., Fernández-Sola, C., Hernández-Padilla, J.M., GraneroMolina, J., Ramos-Pichardo, J.D. (2020). Occupational Factors Associated with HealthRelated Quality of Life in Nursing Professionals: A Multi-Centre Study. International
Journal of Environmental Research and Public Health, 17(3):982.
Saldaña, J. (2016). The coding manual for qualitative researchers.(3rd ). London, UK: Sage.

105

Sandelowski, M. (1986). The problem of rigor in qualitative research. Advances in Nursing
Science, 8(3), 27–37.
Sandelowski, M. ( 2003). Classifying the findings in qualitative studies. Qual Health Res.13,
05–923.
Scott, L.A., Smith, C., Jones, E.M., Manaker, L.W., Seymore, A.C., Fulkerson, J., (2013)
Regional approach to competency-based patient care provider disaster training: the center
for health professional training and emergency response. Southern Medical Journal,
106(1), 43-48.
Schultz, C., Koenig, K., Whiteside, M., & Murray, R. (2012). Development of National
Standardized all-Hazard Disaster Core Competencies for acute care physicians, nurses
and EMS professionals. Ann. Emerg. Med, 59(3), 196–208.
Seidman, I. (2013). Interviewing as qualitative research: A guide for researchers in education &
the social sciences. (4th ed.). New York, NY: Teachers College Press.
Setyawati, A., Lu, Y. (2020). Disaster knowledge, skills and preparedness among nurses in
Bengkulu, Indonesia. A descriptive correlation survey study. Journal of Emergency
Nursing, 46(5), 633-641.
Seyedin, H., Dolatabadi, Z., & Rajabifard, F. (2015). Emergency Nurses' requirements for
disaster preparedness. Trauma Month, 20 (4), 1–4.
Shipman, S. J., Stanton, M. P., Tomlinson, S., Olivet, L. , Graves, A., McKnigh, D., et al. (2016)
Qualitative analysis of the lived experience of first-time nurse responders in disaster.
Contin Educ Nurs, 47(2):61–71.

106

Shih, F. J., Turale, S., Lin, Y. S., Gau, M. L., Kao, C. C., Yang, C. Y., & Liao, Y. C. (2009).
Surviving a life-threatening crisis: Taiwan's nurse leaders' reflections and difficulties
fighting the SARS epidemic. Journal of Clinical Nursing, 18(24), 3391–3400.
Slepski, L. A. (2005). Emergency Preparedness: Concept Development for Nursing Practice.
Nursing Clinics of North America,40(3), 419-430.
https://doi.org/10.1016/j.cnur.2005.04.011
Slepski, L. A. (2007). Seeking Participants for Study of Hurricanes Katrina and Rita Responders.
Disaster Management and Response,5(4). 98. https://doi.org/10.1016/j.dmr.2007.09.003
Slepski, L. A. (2009). The Role of Technology and Informatics in Disaster Planning and
Response. Annual Review of Nursing Research, 30(1), 149-68 DOI:10.1891/07396686.30.149
Spain, K. M., Clements, P. T., DeRanieri, J. T., & Holt, K. (2012). When disaster happens:
Emergency preparedness for nurse practitioners. The Journal for Nurse Practitioners,
8(1), 38-44
Sundnes, K., & Bimbaum, M. (2003). Health disaster management guidelines for evaluation and
research in the Utstein style. Prehospital and Disaster Medicine, 17, 1-177.
Stanley, S. A. R., & Bennecoff, T. A. (2015). Designing and integrating a disaster preparedness
curriculum: Readying nurses for the worst. Indianapolis, IN: Sigma Theta Tau
International.
Strauss, E., Paillard-Borg, S., Holmgren, J., Saaristo, P. (2017). Global nursing in an Ebola viral
hemorrhagic fever outbreak: before, during and after deployment. Glob Health Action,
10(1):1371427. DOI 10.1080/16549716.2017.1371427

107

Taylor-Powell, E., & Renner, M. (2003). Analyzing qualitative data. Program Development and
Evaluation, 1-12.
The Joint Commission Emergency management. (2010). Available at:
http://www.jointcommission.org/AccreditationPrograms/Hospitals/Standards/09_FAQs/E
M/Emergency_Management.htm, Accessed July 20, 2020.
Thomas, G. (2011). A Typology for the Case Study in Social Science Following a Review of
Definition, Discourse and Structure. Qualitative Inquiry, 17(6), 511–521.
Tichy, M., Bond, A. E., Beckstrand, R. L. & Heise, B. (2009). Nurse practitioners' perception of
disaster preparedness education. American Journal for Nurse Practitioners, 13, 10– 22.
Tierney, K. J., Lindell, M. K., & Perry, R. W. (2001). Facing the unexpected: Disaster
preparedness and response in the United States. Washington, DC: Joseph Henry Press.
Tobin, G. A., & Begley, C. M. (2004). Methodological rigour within a qualitative framework.
Journal of Advanced Nursing (Wiley-Blackwell), 48(4), 388–396.
https://doi.org/10.1111/j.1365-2648.2004.03207.x
U.S. Department of Health and Human Services. (2005). Altered Standards of Care in Mass
Casualty Events (Report No. 05-0043). Rockville, MD: Agency for Healthcare Research
and Quality.
United Nations . (2003). General Assembly Resolution 57/256. International Strategy For
Disaster Reduction. Geneva: UN.
Usher, K., Mills, J., West, C., Casella, E., Dorji, P., Guo, A., Koy V., Pego, G., Phanpaseuth, S.,
Phouthavong,O., Sayami, J., La,k M. S. , Sio, A., Ullah, M. M., Sheng, Y., Zang, Y.,

108

Buettner, P., & Woods, C. (2015). Cross-sectional survey of the disaster preparedness of
nurses across the Asia-Paciﬁc region. Nursing Health Science, 17(4). 434–443.
Veenema, T. G., Walden, B., Feinstein, N., & Williams, J. P. (2006). Factors affecting hospitalbased nurses' willingness to respond to a radiation emergency. Disaster Med Public
Health Prep, 2, 224-229.
Waeckerle, J. A. (2004). Emergency departments: the Achilles heel of domestic preparedness.
Paper presentation at the Future of Emergency Care Conference. Washington (DC):
Institute of Medicine.
Weiner, E., Irwin, M., & Trangenstein, P. (2006). Emergency preparedness curriculum in US
nursing schools, Survey Results. Nursing Education Perspectives, 26(6), 334-339.
Welsh, E. (2002). Dealing with data: Using NVivo in the qualitative data analysis process.
Forum Qualitative Sozial Forschung/Forum: Qualitative Social Research, 3.
Whetzel, E., Walker-Cillo, G., & Chan, G., K. (2013). Emergency nurse perceptions of
individual and facility emergency preparedness. Journal of Emergency Nursing, 39(1),
46-52.
Whitehead, D., & Arbon, P. (2010). Disaster nursing research. In: Powers, R., Daily, E., (Eds).
International disaster nursing. New York: Cambridge University Press.
World Health Organization [WHO], (2009) & International Council of Nurses [ICN]. ICN
framework of disaster nursing competencies. Geneva: International Council of Nurses
World Health Organization. (2012). Definitions: emergencies Retrieved from
https://www.who.int/hac/about/definitions/en/ Accessed January 2020
WHO. (2009). District health facilities: guidelines for development and operations. Manila:
WHO.

109

Xu, Y., & Zeng, X. (2016). Necessity for disaster-related nursing competency training of
emergency nurses in China. International Journal of Nursing Sciences, 3(2), 198-201.
http://dx.doi.org/10.1016/j.ijnss.2016.04.009
Yang, Y. N., Xiao, L. D., Cheng, H. Y., Zhu, J. C., &Arbon, P. (2010). Chinese nurses'
experience in the Wenchuan earthquake relief. International Nursing Review, 57(2), 217223.
Yin, H., He, H., Arbon, P., & Zhu, J. (2011). A survey of the practice of nurses' skills in
Wenchuan earthquake disaster sites: implications for disaster training. Journal. Advance.
Nursing, 67(10), 2231–2238.
Yin, H., He, H., Arbon, P., Zhu, J., Tan, J., & Zhang, L.(2012). Optimal qualifications, staffing
and scope of practice for first responder nurses in disaster. Journal of Clinical Nursing,
21(1), 264-271.
Yin, K. (2016). Qualitative research from start to finish (2nd ed.). New York. NY: Guilford
Press.

110

Appendices

Appendix A. Informed Consent Form

111

112

113

Appendix B. Solicitation Flyers

114

Dear Saudi Emergency Room Nurses:
You are invited to participate in the study,
“Exploring Saudi Emergency Room Nurses’ Perceptions about their Disaster
Preparedness”
This study is for Saudi emergency room nurses who are currently working in Saudi Arabia. To
participate in this research, you must:
•

● Be a nurse who is working in the Emergency Department (ED)

•

● Be an English-speaking and English-reading individual

•

● Be 18 years of age or older

•

● Be of Saudi nationality

● Have at least one year of experience working in ED
Purpose of the Study:
The purpose of the study is to explore how Saudi emergency room nurses perceive their disaster
preparedness.
Expected Duration of Participation:
The study will take place by one-on-one phone interview and will require approximately 45 to 60
minutes of your time. The interview will be audio recorded.
Voluntary Nature of Participation:
Participation is completely voluntary; you may decide to withdraw from the study at any time
without penalty.
Confidentiality:
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No personal data will be collected, names will be replaced with a study code. Your answers will
be kept confidential.
If you are interested in participating in the study or you have questions, please contact:
Fadiyah Alshahrani
Interpersonal Health Science and Health Administration
Seton Hall University
WhatsApp: https://wa.me/966554131372
Fadiyah.alshah@gmail.com
Thank you. Your opinion will contribute to the success of this study.
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“Exploring Saudi Emergency Room Nurses’ Perceptions about their Disaster Preparedness”
Appendix C. Telephone Screening Script
Hello, thank you for calling to find out more about my research study. Before we begin, I would
like to provide a brief introduction about myself and the study. My name is Fadiyah Alshahrani,
and I am a doctoral student at Seton Hall University in the School of Health and Medical
Sciences. I am a medical Technologist, and I am completing this research study as part of my
graduation requirements for my Ph.D. in Health Sciences.
The purpose of the study is to explore how Saudi emergency room nurses perceive their disaster
preparedness, but before enrolling people in this study, I need to determine if you may be eligible
to participate. Is it okay if I ask you a few screening questions?
● Are you a nurse who is working in the Emergency Department (ED)
● Can you speak and read in English?
● Are you 18 years of age or older?
● Are you a Saudi national?
● Do you have at least one year of experience working in ED?
(If respondent does not meet inclusion criteria,
explain, thank them for their time and end call.)
Thank you. It does seem that you qualify. I will send you the consent form. The consent form
will detail things about the study. Here is a summary.
Participation in this study is voluntary and confidential, and there is no penalty for not
participating. During the interview, you can skip any questions you do not wish to answer. Your
privacy is important and is ensured. You will be assigned a participant code once enrolled which
will be used throughout the interview and on all published results. Personal names will not be
used to identify participants in any reports or publications which result from this study. Are you
interested in enrolling?
(if respondent is not interested in enrolling,
thank them for their time and end call.)
Great. Here are the next interview date(s) and time(s) I have available. Which works best for
you?
I will send the digital consent form to read and have sign and send it back to me with
confirmation of the interview date and time.
Conclusion
Thank you for agreeing to participate in my study. Do you have any last questions or concerns
for me?
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“Exploring Saudi Emergency Room Nurses’ Perceptions about their Disaster Preparedness”

Appendix D. Day of Interview Script
Hello, and thank you for taking the time to participate in my doctoral study. Before we begin
the interview, I would like to provide a brief introduction to myself and to our discussion today.
My name is Fadiyah Alshahrani, and I am a doctoral student at Seton Hall University in the
School of Health and Medical Sciences. I am a medical Technologist, and I am completing this
research study as part of my graduation requirements for my Ph.D. in Health Sciences.
Over the last several years, disasters lead not only to the loss of life and destruction of public
infrastructures but also resulted in consequent health care delivery concerns. Research is
showing that Nurses are critical direct care providers. Yet research also shows that they lack the
basic knowledge and skills to respond to disasters. The purpose of this study is to explore the
current situation of disaster preparedness among Saudi emergency nurses through their
perception. This study is anticipated to bridge these research gaps, to assess preparedness
based on nurses’ perceptions, and to identify barriers that Saudi nurses face in disaster
preparedness. This study may fill gaps in the literature on policy and guidelines knowledge,
leading to a better prepared Saudi ministry of health.
If at any point in the interview you no longer want to continue, please let me know. There is no
penalty if you decide you do not want to complete the study. Do I have your permission to
continue with the interview and record it?
Before I begin with the interview do you have any questions?
Appendix E provides the Interview Guide for disaster preparedness perception among Saudi
emergency room nurses Questions #1-9 will be asked with probing questions asked as
needed.
Conclusion
Thank you for taking time to participate in my study. Would you be willing to be contacted to
look over your transcription to ensure accuracy?
Before we conclude, do you have any last comments or questions for me?
Again, thank you very much. Your responses will remain confidential. Your name and contact
information will not be used in any reports or publications. If you have any questions or
concerns about your participation, please feel free to contact me.

120

Appendix E. Demographic Question+ Interview Questions

121

122

*Please contact the author for permission to use.
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